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As the design of this study evolved it became clear that informa-
tion would have to be obtained from general practitioners as well as
from hospital departments. So the decision was taken to interview the
family doctors who used the survey hospital. This report is about the
interviews and it completes the study. Information from the general
medicine outpatient clinics and pathology and radiology departments
was presented in the First Report.
It gives me great pleasure to thank the 45 general practitioners
who agreed to be interviewed. I am only sorry that for reasons of
confidentiality I cannot name them individually. They greeted me warmly
and they answered my questions with candour and patience.
Throughout this report there are references to findings in the
First Report. And so I wish to thank again Dr D.r. Prosser, Dr M.O. Rake,
Dr C.I. Roberts and Dr D.J.E. Taylor for the unlimited access they gave
me to their outpatient work and for their encouragement. I am grateful
too, to Dr K.E. Spittlehouse and Dr A.G. Gibson and their colleagues in
the Pathology Department, and to Dr S. Field and Dr J. McNeilly and their
colleagues in the Radiology Department.
I also value the help and advice given to me during the pilot stage
and subsequently by Mr J.M. Bevan, Dr T.R. Cullinan, Miss Gail Baker,
Mrs Lavinia Harvey, Dr N.C. Macmillan, Dr K.W. Rowden, Dr R.Unwin,
Dr M.S.B. Vaile, Dr R. Wheeldon and Dr J.D. Wright. Mrs Shirley Woodward
typed both the First Report and this report: we have had a fine
partnership.
Now that the study is closed, I would like to express my gratitude
to Professor M.D. Warren for his trust and supportive guidance throughout
the long period of the research. My colleagues in the Health Services
Research Unit too, have always been supportive. Finally, I am most
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This report is about the referral process and it analyses material
recorded in interviews with 45 general practitioners. Data collected from
the general medicine clinics and pathology and radiology departments of a










The interviewed doctors had differing patterns of medical practice
for certain endocrine diseases which traditionally have been referred to
hospital. Variations were also observed in the doctors' clinical judge-
ment when working-up similar cases, particularly in their use of bio-
chemistry work. The pathology data in the First Report confirmed these
differing patterns of use. Increased waiting times for barium studies
mainly affected the doctors when they suspected a patient of having a
malignancy. There were different ways of coping. Some telephoned the
consultant radiologists to arrange an urgent appointment while others
referred the patient direct to the outpatient clinic. There was, as well,
a group of doctors who were routinely substituting barium meals with
gastroscopy referrals. The interviewed doctors in general though, did not
want open access to the gastroscopy service •
When referring patients, the interviewed doctors had different prefer-
ences about the specialties (if the diagnosis was unclear), and the consul-
tants. They tended to have a 'portfolio' of consultant colleagues to whom
they regularly made referrals and they could be slow to incorporate a new
appointment into this 'portfolio'. The doctors were not unduly critical of
the waiting time delays for outpatient appointments because for urgent
cases the consultants, when telephoned, would arrange an early outpatient
appointment or make a domiciliary visit.
The doctors did not in any way denigrate the hospital nor the specia-
lists. They valued their hospital ties for two professional reasons.
First they were able to share the responsibility for providing care for their
patients, and secondly, the consultants played an educative role. Specific
comments were made though about ambiguous phrasings over drugs in outpatient
letters; delayed inpatient notifications; and junior doctors' reluctance to
take discharge decisions. (This last point was documented in the First Report.)
FRAMEWORK OF THE REFERRAL PROCESS
.....
.....
KNOWLEDGE OF THE HEALTH
CARE SYSTEM
(a) Judgement of specialties
and spec is I isls




(e) Confidence in clinical judgement
Cb) Medical practice
DECISION-MAKING
(c) Sense of professionalism
(a) Int.ractional style
(b) Judgement of patients' values
PERSONAL STYLE








There were two main aims to the study. One was to learn more about
the referral process than had so far been established in British studies,
in particular, the manner in which the general practitioner arrives at his
or her decision to refer and conveys this decision in the referral letter.
The other aim was to gain an understanding of the relationship between
hospital doctors and general practitioners in the outpatient sector.
The study was based on a 400-bed district general hospital (DGH)
serving a semi-rural population of about 165,000 persons in the South East








Statistical data were collected about first, all the general medi-
cal outpatient sessions held by four physicians over 13 weeks in
1977, and secondly, the use by general practitioners of the
hospital's pathology and radiology departments over the same period.
Analyses of these data were presented in the First Report.
Twelve months later interviews were carried out with the general
practitioners who regularly referred patients to the hospital .
Sixty-six doctors were approached and 45 agreed to be interviewed
giving a response rate of 68 per cent. The interviews focussed on
issues relevant in referral decision making. They were semi-
structured, lasting between 45 minutes to an hour, and all but two
were tape recorded. The tapes were transcribed verbatim.
c
All the fieldwork (apart from the data extraction from the outpatient depart-
ments) was done by the author.
This report is about the interviews and it completes the study. As a
way of organising the interview material into chapters, a framework of the
referral process was developed (see opposite) with two chapters being devoted
to each of the blocks of variables. The answers to the questions were not
analysed in a statistical manner; rathe~ the transcripts were examined for
evidence of the GPs' varied patterns of referral behaviour. The themes and
explanations were then described with short quotations from the transcripts
being used to illustrate each point. Also wherever possible, the interview
material was back-up by the statistical findings in the First Report.
At the start of the interviews the doctors were asked to describe the
outpatient referrals they had made during the previous week. (They had been
iv.
asked to keep a note of these when the interviews were arranged.) Since
both Morrell et al. 6 and Jarman et al.? failed to find any relationships
between referral rates and a range of doctor and patient-related variables,
a similar exercise was not carried out on the present study's data. Rather,
the transcripts of the referral descriptions were examined for possible
evidence of what Jarman and his colleagues referred to as the unique
'referral threshold' of doctors.
The Research Findings
General practitioners' medical practice and clinical judgement (Chapter 2)
The interviewed doctors had differing patterns of medical practice
about certain diseases which traditionally have been referred to hospital.
Six doctors indicated that they did not refer the more elderly patients
with mature onset diabetes who were treatable by diet and/or oral hypogly-
caemic drugs. Again, six doctors were willing to treat by themselves hypo-
thyroid cases and some of these doctors even undertook the management of
new hyperthyroid patients whom they believed did not require either radio-
active iodine or surgery. Variations were also observed in the doctors'
clinical judgement when working-up similar cases. Two doctors talked about
patients with thyroid glands which they did not think were abnormal but
nonetheless chose to refer. Both patients had been x-rayed by the GPs but
only one had also done thyroid function tests. In a hypertension example,
one doctor investigated his patient by doing biochemistry tests, a chest
x-ray and an intravenous urogram~ while the second GP when asked if he had
investigated the patient replied "We make sort of various checks on their
blood pressures but we wouldn't normally have carried out investigations
before referral, not here in the surgery". When faced with patients with
ischaemic heart disease, two more doctors responded differently. One
referred his patient immediately while the other not only did cardiac enzyme
tests and his own ECG, but he had also managed the patient's earlier coronary
event.
The biochemistry data in the First Report showed that medium to very high
use was characteristic of those doctors who either said that they preferred
to manage certain diabetic or thyroid patients themselves, or else had made
the fUlly investigated thyroid, hypertension or coronary referrals. In con-
trast, the three doctors who had not performed tests for the paired referrals


























General practitioners' dependency on diagnostic investigations (Chapter 3)
The Cl's talked about their general policies over doing pre-referral
investigations and what was noticeable were the different ways they uti-
lized the investigation results. Some doctors saw them primarily in organ-
izational terms - some consultants expected certain investigations to be
done, and time was saved for the patient. Other doctors emphasised the
satisfaction they got from taking the diagnostic work-ups as far as they
could, and indeed the actual decision of whether or not to refer frequently
hinged on the information in these investigations. Moreover, when a referral
was justified, they would express in the letter their provisional diagnosis.
As Doctor 16 said: "It's nice to be able to give some sort of idea as to what
may be the problem to the consultant •.. it suits my pride".*
The doctors were asked if the waiting times for routine barium studies
(which had recently increased to 10-12 weeks) had affected their use of the
service. In situations where the patients just needed reassuring that no
'significant' disease existed, the waiting times did not matter too much.
The same thing applied when a doctor diagnosed peptic ulceration or diver-
ticular disease on clinical grounds and was prepared to start the treatment
before receiving radiological confirmation .
It was when a malignancy was suspected that many of the doctors were
affected by the increased waiting times, but they had various ways of coping .
One-third telephoned the radiologists personally to request an urgent appoint-
ment. They had mixed feelings about doing this - these feelings depended on
the doctor's level of friendship with the consultant radiologists. Some
doctors chose instead to refer the patient to the consultant physicians or
surgeons with the expectation that endoscopy would be done. There was, how-
ever, a group of doctors who were already routinely referring patients for
gastroscopy rather than requesting barium meals because in their view gastro-
scopy was superior - "You learn more from it probably and can take a biopsy
at the same time" (Doctor 25). These various strategies for investigating
the gastrointestinal tract were also found in Holdstock et al.'s survey of
81's with open access to a gastroscopy service15 The doctors in the present
study were also asked if they would like open access but the majority were
unenthusiastic mainly because they believed gastroscopy was a skilled task
which should be done after a specialist had assessed the patient clinically.
*Note that the First Report contained a classification of 358 referral letters
according to their diagnostic formulations. Some letters just described the
patient's symptoms and examination findings whereas others hypothesised a
diagnosis from the clinical evidence and relevant investigation results.
Vl.
Judgement of specialties and specialists (Chapter 4)
The family doctors were asked how they made the consultant selections
for their referrals and the transcripts showed that the process of selection
is two-staged: the doctor selects the specialty and then the consultant.
When choosing the specialty two kinds of judgements can be made. The first
arises when it is not clear what the diagnosis is; there can even be uncer-
tainty about which system is dysfunctioning. One doctor was puzzled about
a patient who had coughed up blood over 48 hours - should she go to the ENT
department or the Chest Clinic? Another doctor wavered between psychiatry
and urology when referring an anxious man with micturition problems which




The second type of judgement about the specialty reflects the doctor's
knowledge of current medical practice and his or her preferences about treat-
ment alternatives. The family doctors in general, responded to the trend to- ~
wards treating patients pharmacologically rather than surgically - particularly ~
in the gastrointestinal field - by switching their referral pathways to the
physicians. (The gastroscopy/colonoscopy service in the hospital was run by
a physician.) However, some conditions such as obstructive jaundice and
ulcerative colitis were being referred to both the medical and surgical specia- ~
Ities. It was the younger doctors who spoke emphatically about being 'biased' ..
towards the medical side and this could be a reflection of their training. ..
~
When choosing the consultant within a specialty, the main criteria
applied by the GPs were (a) their knowledge of the consultants' special
expertise, and (b) their personal preferences about the consultants' inter-
actional styles. The general physicians had special interests including
gastroenterology and cardiology, and it was clear that the GPs were aware of
these. Sometimes though, a physician received a new referral whom he felt
was more appropriate to the skills of a colleague. The transcripts sugges-
ted two reasons why this might happen. First, the doctor could be genuinely
uncertain as to the likely cause of the patient's symptoms or even if the
expertise of a sub-specialist was needed - he wanted the overview of a
generalist. The second reason was that the family doctor could be influenced
by the personal style of the 'inappropriate' sub-specialist. Many of the
interviewees were concerned to match the style of the consultants with the
patients' temperament: "••• in many cases you pick the consultant to suit







It was clear too, that individual GPs had differing perspectives about
the interactional styles of consultants within specialties. Furthermore,
once preferences for certain consultants were established they remained rela-
tively static or routinised. "I think one gets, just as the same with drugs,
honestly, one gets into patterns" (Doctor 23). So when a new appointment was
made in a large specialty the GPs were sometimes slow to review their pre-
ferences unless they had an opportunity to meet the new consultant.
Availability of resources and organisation of services (Chapter 5)
The GPs received quarterly circulars outlining the waiting times for
routine outpatient appointments in the specialties, but they did not depend
on this information source. The circulars were criticised for not giving
details for individual consultants (and such listings would also keep the
GPs up-to-date with the manpower complement in the hospital). Consultant-
specific information was preferred since for most referral decisions the
doctors were wanting the advice of the consultant of their choice. It was
only for conditions of a 'routine' nature such as hearing aid requests and
unconfirmed squints, that referral letters were likely to be addressed to a
department. The doctors were not unduly critical of the waiting time delays
(except for the orthopaedic, and rheumatology and rehabilitation specialties
which are causing national concern34 ) because there were ways of getting
around them. "If I feel that an opinion is worth having then I would ignore
the length of the waiting list unless it's a matter of extreme urgency"
(Doctor 12).
The methods used to expidite more urgent referrals depended on the speci-
alty. In specialties with short to medium waiting times, it was usually poss-
ible to arrange an urgent outpatient appointment by telephoning either the
consultant's secretary or the consultant himself. But with other specialties,
the doctor when telephoning was more likely to be offered a domiciliary con-
sultation. Sometimes a patient was referred to a hospital with a shorter wait-
ing time but in general, the interviewed doctors used hospitals elsewhere in
England for only about 5 per cent of their referrals.
There were various circumstances when domiciliary consultations were
requested. These included visits to patients who were not well enough to
attend the clinics, or were dying and moving them would be inhuman. Visits
were also made to acutely ill patients whom the GPs did not plan to admit to
viii.
hospital but they wanted advice about the diagnosis or management. And
the survey physicians' records and other data37 suggest that fewer than
one-quarter of general medical visits result in inpatient admission. In
specialties with limited inpatient resources, the consultants would visit
patients at home to assess them: this happened with geriatric patients and
cases of prolapsed discs. Finally, a relatively high proportion of the
newly referred psychiatric patients were seen on domiciliary visits. It is
noteworthy that statistics for domiciliary consultations are not routinely
collected and published. Yet by omitting these figures, analyses of national
workload trends within specialtiesl05 could be distorted.
Interactional styles and judgement of patients' values (Chapter 6)
The First Report showed that while referral letter writing standards
have risen considerably in the past 15 years, many still omit details about
drugs and examination findings. So in the interviews, questions were asked
about letter writing habits. The majority of doctors did their letters
routinely with the help of a secretary, but for some without regular secre-
tarial assistance, referral letter writing was not easy: uI write them in
long hand laboriously in the very late hours of the night usually". The
doctors were aware of the shortcomings in their letters caused by poor
journalistic style or tiredness and lack of time. They also knew that on
occasions seemingly relevant details were omitted. These could be the
result of an oversight or alternatively, the doctor could have chosen to
leave out negative or neutral information (normal investigation results or
unsuccessful drug therapies) and information which was thought to be irrele-
vant to the specific case (social and medical histories). The doctors found
the redesigned referral letter forms acceptable - they did not want a more
structured form.
The interviewed doctors were asked how they responded in situations
where the patient intimated that he or she would like to be referred. If
the GPs did not believe that there was a clinical reason for taking this
action they felt that both their self-esteem and the esteem held by the
consultant colleague were threatened. And so the referral letter would
probably convey an apologetic note.
r~neral practitioners' sense of professionalism (Chapter 7)
The interviews contained a series of questions intended to sound out the

















doctors. These questions were prompted by published personal statements
about the relationships between generalists and specialists 53 ,54 Most
certainly, the doctors interviewed in this survey did not in any way deni-
grate the hospital nor the specialists. The transcripts conveyed a colle-
gial spirit. These GPs valued their hospital ties for two professional
reasons - first,they were able to share with the hospital the responsibility
for providing care for their patients; and secondly, the consultants played
an educative role. (In addition personal friendships existed between many
of the family doctors and the hospital staff.) And because they were pro-
tective of their relationships, the doctors in general tended to be hesitant
in expressing their discontent if an "unhappy hospital situation" arose, as
they did very occasionally.
Contrary to expectations from other articles in the medical journals64 ,65,
the interviewed doctors were not unduly concerned about their~ patients
being retained unnecessarily in the outpatient clinics, because the local
consultants showed a tendency to rapidly refer patients back to the family
doctor to manage. There was however, a likelihood that new patients would
be seen by registrars or even senior house officers. While feeling regretful
about this practice the GPs found it acceptable so long as they could be
reassured that whenever a complex case was referred for which they desired
the opinion of a specialist, then the consultant would see the patient
initially. Some doctors talked about the "Come back in six weeks/months"
phenomenon caused, in their view, by inexperienced housemen being unwilling
to take discharge decisions when seeing follow-up patients and the consul-
tants not giving them guidance. The First Report supported these comments
about junior doctors' unwillingness to discharge. In the general medicine
clinics the consultants made twice as many discharge decisions as their SHO
colleagues so that the clinics had a net weekly gain of patients*.
Whilst the family doctors were well satisfied with the overall standards
of the outpatient letters, imprecise phrasings sometimes caused misunder-
standings as to whom - the GP or the hospital doctor - was responsible for
prescribing the recommended drugs. The GPs in general were ambivalent about
the hospital doctors filling-out prescription forms, but they were concerned
.~
These and other findings from the First Report have been used to underpin
assumptions about differing consultant/junior doctor staffing ratios in a
model being tested by the Operational Research Service of the DHSS69.
x.
that both themselves and the patients should receive clear instructions
about wbat course of action to follow. One-third of the doctors also
mentioned spontaneously that the inpatient discharge notes, summaries and
notifications of deaths were often delayed for unreasonable periods. The
doctors were hampered in their relationships with, and management of the
patients and families. (Delayed inpatient correspondence is, of course, a
recurring problem.) So the criticisms which the general practitioners
expressed about the outpatient system were mainly attributable to organ-
isational deficiences.
Discussion and recommendations (Chapter 8)
This study set out to describe the referral process rather than explore
pOlicy issues, so it is not appropriate to draw-up a series of fUlly devel-
oped pOlicy recommendations. Its contribution lies in its exploration of
issues which have hitherto been barely documented. It has signposted the
way for future research. Identified in the framework of the referral pro-
cess were three blocks of inter-related variables and out of these blocks





i. Ceneral practitioners' medical practice. In the final chapter the
question was raised - Does it matter if general practitioners do not utilize :I
the information provided by investigations, in particular ECGs and biochemis-
try work? The data in the present study cannot answer the question but they :l
contain formidable hints. It was shown in the First Report that the GPs'
provisional diagnoses in the referral letters which were based on investi- j
gatory work-ups were much more likely to be confirmed in the outpatient clinics
than provisional diagnoses determined by clinical judgement alone. And in this ..
report we see how GPs not only work-up their referred patients in contrasting ~
ways, but that some of the doctors also manage themselves certain endocrine
conditions traditionally referred to hospital. These doctors are regular j
users of the biochemistry services.
If the question Does it matter? is to be answered, criteria have to be
selected against which alternative patterns of practice can be evaluated. In
view of the financial state of the National Health Service, the criteria must
surely include cost-effectiveness. There is a developing methodology for
d · hI' 91 Wh . d h f 1con uctlng sue eva uatlons at are reqUlre t ere ore, are two camp e-











unaided clinical judgement in conjunction with investigations. The second
needs to evaluate the effectiveness of managing specific conditions in
general practice (with comprehensive investigatory and advisory back-up
services) as opposed to hospital-based management.
ii. Relations between consultants and general practitioners. The
interviewed doctors valued the educative role of the consultants and this
occurred in two ways: via the hospital correspondence, and in personal dis-
cussions. Nearly half mentioned how they learnt about innovations in pre-
scribing from the feedback in the hospital letters. Clinical assistant-
ships provided some opportunities for GPs to discuss problems and subse-
quently feed their knowledge back to practice colleagues. But the most highly
praised forum for face-to-face contact with consultants was a peripheral
outpatient clinic located in a health centre. A general physician visited
weekly and to the local doctors he was a "godsend": "It's extremely useful
to have somebody with much more experience, with wider breadth of knowledge .,.
to bounce ideas off". The consultant radiologists in the survey hospital
have now started a programme to inform both hospital and family doctors
about the indications for different x-ray examinations. While such schemes
to bring consultants in closer contact with family doctors should be
encouraged, at the same time their effectiveness needs to be evaluated.
iii. JUdging patients' values and preferences. The present study did
not collect any data from patients. However, experimental research suggests
that there are significant differences in the values of hospital doctors and
patients regarding disability and death48 , and treatment alternatives 47 So
when choosing a consultant for a referred patient the family doctor has a
critical role in interpreting the patient's preferences and expectations.
This applies particularly when no concordance exists between specialists about
the management of life threatening diseases or indications for surgical pro-
cedures. Yet the interviews showed that GPs themselves have differing pre-
ferences about referral pathways. Some doctors favour the surgical specialties
for certain conditions while others refer similar cases to physicians. Again,
doctors tend to have a 'portfolio' of consultant colleagues to whom they
regularly make referrals and they can be slow to incorporate a new appointment
into this 'portfolio'. At the moment though, there is no way of telling if
the general practitioners' preferred referral pathways are always in accordance
with the patients' values and preferences. This is clearly an area deserving









The data analysed in this second report are primarily transcripts of
interviews with 45 general practitioners practising within the environs of
the survey hospital. These interviews were carried out between May and
October, 1978, that is, 12 months after the fieldwork in the survey hospital
was completed (see the First Report*). The sample, response rate, and
interview procedures are described in Appendix 1.
These interviews were semi-structured because the aim was not to coll-
ect answers to standardized questions which could later be analysed in a
statistical manner. Rather the intention was to explore themes about
referral decision making which had emerged out of the literature review**,
the fieldwork in the hospital outpatient department, and from discussions
and pilot interviews with five general practitioners.
When the appointments for the interviews were arranged, the general
practitioners were asked to keep a note of the referrals they made during
the week prior to the interview. Then at the commencement of the interviews
the doctors were asked to recall the circumstances surrounding the individual
referral decisions. These referral narratives often raised pertinent issues
which the researcher was either unaware of, or else had misconceptions. So
they were discussed further during the interview with the result that a
wealth of information was collected.
All the interviews were conducted by the researcher, and with two excep-
tions they were tape recorded. These tapes were later transcribed by the
researcher herself to maintain the confidentiality and trust which had been est-
ablished with the respondents. This transcribing process took many hours but
the richness of the material fully justified the additional effort.
The other data sources drawn upon in this report include the researcher's
notes made when sitting in outpatient clinics, other notes from discussions
with the medical and secretarial staff in the outpatient departments, and cer-
tain data about the letters sent by the hospital clinicians to the family
doctors which were not analysed in the First Report. Care has been taken
throughout this report to make plain which of the data sources are being
described. Also whenever possible the interview material has been backed-up
*The Referral Process and General Medicine Outpatient System. First Report:
a Statistical Analysis l •




statistical findings in the First Report.
practices to which the interviewed doctors
The partnership sizes














*These two premises were based in a health centre, and a premises which
functioned like a health centre.
Throughout the writing of this report the researcher has been deeply
conscious of two critical methodology issues:
(a) the themes and explanations in the chapters should appear to
the reader to be grounded in the interview material; and
(b) the identities of the interviewees should remain concealed.
(The method used to analyse the transcripts is described in Appendix 1.) To
demonstrate how the themes are grounded in the interview material,short
verbatim extracts from the transcripts have been used (usually three or four).
As well, the reader is informed of the numbers of interviewees who
appeared to share a particular opinion, and if a point was made by only one
doctor, this too is stated.
It was felt necessary to identify each piece of transcript by the
doctor's code number for two reasons: first, the reader could be reassured
that the illustrative quotes were drawn from the full range of transcripts
and secondly, it enabled relationships between individual doctors' statements
within and across chapters to be observed. However, great care was taken to
edit out clues to the personal identity of the speakers and of the consul-
tants about whom they might have been talking. Furthermore, since no more
than four of the 45 general practitioners interviewed were women, all
references to their statements are in the masculine form. Finally, the














General practitioners' referrals over one week
When each general practitioner was asked to keep a note of his or her
referrals made in the week prior to the interview, it was understood that
one week would not be representative of the individual's referral pattern
over a period such as one year. Also, because the GPs did not fill in forms
about each referral to ensure comprehensiveness, it could not be assumed
that these doctors' referrals when added together would be a reliable cross-
section of the referrals made in the local district. Yet despite the
methodology shortcomings, the referrals reported in the interviews do
suggest some new trends in referral decision making.
1. Referral numbers. and list sizes
Forty-three doctors gave a comprehensive account of their past week's
referral decisions or. as happened in two instances, explained that they
had not made any referrals. So altogether 295 referrals to outpatients
were described plus 34 obstetric bookings. The average number of referrals per GP
was almost 7 (likewise the median).
Of more interest is the range in the number of referrals - four doctors
made either zero, or 1 referral each during the week preceding the interview.
and three doctors 15 referrals. (Coincidently, the First Report showed that
------
there was a 15-fold range in the general medicine referrals from GPs over
three months.)
Also noteworthy was the finding that doctors who had made a lot of general
medicine referrals (that is. 10 or more) during the three-months survey period
also had medium to high weekly referral numbers (Figure 1). And none of these
seven doctors felt that their week-long referral figures were atypical by
being inflated. However overall. there was no significant relationship (in
statistical terms) between the two sets of referral figures for the GPs.
Since some earlier inquiries into referral behaviour had calculated popu-
lation-based referral rates using the GPs' list sizes*, the doctors in this




survey were also asked the size of their personal lists. The researcher was
already aware of the shortcomings of Family Practitioner Committees' (FPC)
list sizes as indicators of the number of patients being cared for, or likely
to seek care from a general practitioner at any point in time (see Alderson






doctors in partnerships and group practices
not just for remuneration purposes but also
were 'sharing' their patients
in terms of the work.









list shared with spouse
or assistant
8 (18%)
Nearly half of the interviewed doctors claimed to be willing to see any
of the patients in the practice regardless of whom they were registered with*.
It was usually expected though, that patients would see the same doctor during ::
a single illness episode. The elliptical nature of colleagues' entries in the
medical records was one reason for encouraging this episodic attachment. The
...doctors whose overall policy was to see their own patients did, of course, see
others' patients when on call, or covering colleagues' holidays and the like.
Questions were not asked about the reasons for the pOlicies but the
interviewees, especially those who shared their patients, tended to volunteer j
explanations. The recurring theme in the 'sharers' answers was the belief
that patients should be free to choose whom they wished to see. Thus five ::l
doctors from five different practices remarked:
"
"
The patients develop their own clientele." (Doctor 27, practice A);
but the patients have free access to any of uS ••• "








"No, in this practice they have open access to any doctor. It doesn't
matter who they are registered with." (Doctor '10, practice C);
We say to all patients, "Come and see which ever of us you like." ••• " "!
(Doctor 15, practice D); J
I mean they are given the choice at the desk when they come.
It's up to them." (Doctor 6, practice E) •
*A survey of partnerships and group practices in Wiltshire'l found an even
higher proportion of doctors 'shared' their lists. The patients of 68 per
cent of 1'19 principals were free to consult with any doctor compared to
57 per cent of this survey's GPs in partnerships and group practices. Also
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general medical referrals over 13 weeks in 1977 and all
outpatient referrals in 1 week in 1978.
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These doctors' colleagues who were interviewed replied in a similar vein (that
is the colleague of Doctor 27, three colleagues of Doctor 17, and the two
colleagues of Doctor 40). In another practice the two doctors had a deliberate
policy of not sticking to the same patients although it did not always work
because patients liked to stay with the same doctor.
Only a couple of the doctors who preferred to see just their own patients
offered reasons. One young GP said that they tried to maintain a family doctor
image in the group, while another respondent felt that it saved an awful lot







It is not just the differing policies about patient sharing which make list .,
sizes an unreliable indicator of workloads. Even in practices where the policy ..l
is to see one's own patients, the FPC list size for an individual doctor may be .,
quite different from the actual number of patients whom the GP identifies as ..
his own. This is usually for historical reasons. lm additional new paI'tner II!Il
will naturally take time to build up a list. In a practice where there has been ~
some mobility amongst the partners, the patients may have re-attached themselves
to practice members without any formal notification to the FPC.
Thus when the GPs in partnerships were asked "What is your list size?",
the figure was invariably qualified with statements to the effect that it
did not reflect the amount of work done. lmd needless-to-say, no relationships
were observed between the reported list sizes of the individual doctors and
either the total number of referrals made in one week or their general medicine
referrals over three months. Indeed, in a group of nine partners with similar
individual lists there was a four-fold variation in the numbers of week-long
referrals made.
Clinical assistantships and other external posts were held by more than
half the interviewed GPs and these were another reason why they felt that list
sizes were a meaningless indicator of work performance. Eighteen doctors
were clinical assistants and three more had recently resigned from their posts •
Others held responsibilities with medical boards, the prison service, and
family planning services, while four were involved with the vocational train-
ing of general practitioners.
However, even if it had been possible to match the weeks' referral deci-
sions to the patient workloads actually borne by the doctors it is highly un-
likely that any significant relationships would have emerged. The 1970/71
national morbidity survey observed a wide variation in crude referral rates




































43 GPs England 1'J7'i >
1 week each
1978 New patients
No. % Rank Rank %
37 12.5 1 5 9.1
35 11.9 2 2 15.5
34 11.5 3 9 3.2
32 10.8 4 3 10.2
29 9.8 5 1 18.8
26 8.8 6 6 8.6
23 7.8 7 4 9.2
22 7.5 8 12 1.6







Also Paediatrics (8 referrals); Chest diseases (7 referrals);
Psychiatry (6 referrals); and all other specialties, 16 referrals •
*Note that these figures exclude 34 ante-natal referrals to the Obstetrics
department •
Table 1 Specialties to which the week-long referrals were sent, and











possible joint replacement 4
surgery to hand, wrist,
foot 7
back prob lcms 1





















































General medicine 26 referrals
cardiovascular prob-













Table 2 ~~~in t~of problems referred to the individual specialties.
I
""III
""• using 'E' booksMorrell and his
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and those were then matched against age/sex registers 5
6










dcteristics of il pl'dctice population. These resccl.rchers showed that thC'
observed differences in the referral rates of three doctors in a group
practice were not explained by the age, sex, social class and diagnostic
characteristics of the patients seen by the individual doctors. An even
more complex analysis of these patient variables was carried out by Jarman
and colleagues in his practice? When the variables were standardised for
the five participating doctors and likewise, six specific problems, signi-
ficant differences still persisted between the doctors. These researchers
concluded that doctors have unique "referral thresholds".
Specialty selections
When the 295 referrals Were grouped according to specialty, the
pattern differed from national figures (see Table 1) and other ad hoc
studies*. While general surgery has been one of the biggest specialties
referral-wise across the years, what was surprising in this survey's
data Were the relatively large numbers of referrals to gynaecology, and
physical medicine/rheumatology** - these latter referrals outnumbered the
orthopaedic referrals yet this specialty received many more neW patients
in the ad hoc studies as well as in the national statistics. Referrals
to the urologists were also more numerous in this week-long data than had
been expected. However, an analysis of the conditions sent to each
specialty provides some explanations for these patterns .
The physiotherapy services in the catchment area were the responsi-
bility of the specialists in physical medicine and rheumatology, and this
may account for why such a high proportion of 'back problems' were
referred in this direction (Table 2). (These consultants held physiotherapy
sessions in two GP-hospitals as well as in the main survey hospital.) Also
the routine waiting times for physical medicine outpatient appointments
(as indicated on the quarterly lists sent to the GPs) were not as prolonged
as the times for orthopaedic appointments.
~':
The specialty breakdown of SeVen ad hoc studies appears in Appendix 2.
**This specialty should more properly be called Rheumatology and Rehabili-
tation, but as the interviewed general practitioners always talked about
physical medicine rather than rehabilitation this term is used in the
report.
- 10 - •
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Based in the survey hospitals was a sub-regional urology service, and
so requests for vasectomies (which comprised one-third of the urology
referrals) and most other male genito-urinary surgical procedures were sent
to those surgeons rather than to the general surgeons as happens in locali-
ties without urology services. There was also a sub-regional renal medicine
department in the survey hospital yet only one referral was sent to these










There is also a hint in Table 2 that patients are responsive
to the ways in which the national health service should be able to help them.
The liberalizing of attitudes and legislation towards child bearing \<88
reflected in the referrals for terminations, sterilizations and vasectomies.
Increased publicity about the benefits of early intervention for cancers
especially those affecting women may have also accounted for the relatively
large gynaecology load. Furthermore, almost one-third of the week-long
referrals to the general surgeons were for breast problems and this proportion
rises steeply whenever a breast screening campaign occurs in one of the local
towns
9
• Of course only a small percentage of those patients will be diagnosed
as having breast cancer.
What Table 2 does not show however, is the proportion of patients who
were referred privately. In fact the figure was small, fewer than 5 per cent
of the 295 referrals. The reasons were varied: the patient could have been :l
a member of a private insurance scheme or preferred to see a particular specialist
usually in London, or else, wished to have an early appointment for a non-urgent I
problem. The GPs did anticipate though, that a few of their other referred
patients would switch to private care to speed-up treatment once they had seen
the consultants in the outpatient clinics. The family planning referrals
(excluding terminations) were the most likely patients to make this switch.
II!t
..
One in three of the ophthalmic referrals were actually prompted by the
recommendations or opinions of 'other persons in authority', and the GPs did :l
not always share these views. A health visitor may have felt that a child
was squinting (2 cases) or else an optician suspected either glaucoma (2 cases) .,
or that treatment was advisable for conditions which the GP believed were ..
inappropriate (for example advanced macular degeneration, and a single
cataract). Overall, half of the ophthalmological referrals were triggered
either by others' recommendations or by parents suspecting that their child







So, this scene-setting chapter has alluded to the complex nature of
referral decision making. Doctors vary in the numbers of referral decisions
that they make and there does not appear to be a relationship between
referral numbers and workload activities across doctors. This decision
making encompasses the expectations of the patients, the doctors' know-
ledge of the organisation of the health services and their clinical
judgement about when to seek advice for cases where the diagnosis is
uncertain or the management is uncontrolled.
As a way of organising the interview material into chapters for this
report, a framework of the referral process was developed (see Figure 2
on the next page). The boxes of variables impinging on the decision
making are discussed in turn. There are two chapters devoted to each of
the boxes and finally, a chapter discussing the most noteworthy findings
and their implications. In addition, two papers have been prepared •
The first is a theoretical paper about the inner circle - 'A model of
referral decision making', and the second analyses the observational
material which was collected in the outpatient clinics. These papers
are available from the researcher •
FRAMEWORK OF THE REFERRAL PROCESS
DECISION-MAKING
(b) Medical practice
KNOWLEDGE OF THE HEALTH
CARE SYSTEM
(a) Judgement at specialties
and specialists
(b) Availability of resources and
organisation of services
DECISION
(c) Confidence in clinical jUdgement
PROFESSIONAL QUALITIES
(a) Interactional style
(b) Judgement of patients' values
(c) Sense of professionalism
PERSONAL STYLE
1.1 1 JI 1 JI I ..... 1. ..1
Figure 2
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General Practitioners' Medical Practice and Clinical Judgement
Medical practice
There is no uniformity in the ways that general practitioners handle many
types of medical problems. This may seem to be a superfluous statement, yet
it is a fact which can be easily overlooked when discussing GPs' use of
inpatient and outpatient services and hospital investigatory facilities.
It was not the purpose of this study to find out how individual GPs
differed in their style of diagnosing and managing specific diseases but some
references to differing policies were made in the interviews. They are help-
ful in understanding how doctors can have varying referral patterns both in
numbers, and 'work-ups' done (hence (b) 'Medical practice' in the Framework*) •
It was a question about any medical conditions which GPs preferred to
manage on their own after the diagnosis and treatment were established, which
revealed these alternative policies. (The question was originally included
in the interview to see how willingly GPs supervise diseases once the hospital
has established the treatment regime. The answers to it and a parallel ques-
tion about ways of ending referral letters when the GP wants a patient back
to manage him or herself, are analysed more fUlly in Chapter 7.)
Diabetes was the disease most often mentioned by the GPs and their views
were diverse. On the one hand eight doctors explained how they preferred not
to take over the management of their diabetic patients. Their reasonS were
varied. Inexperience was felt to be a problem because "the diabetic clinic
sees just about everybody". Also it was thought inadvisable that a patient
should be supervised by two groups of doctors (notwithstanding the likelihood
of a clinic patient seeing different hospital doctors at most attendances) •
Diabetic patients are relatively numerous in most practice populations and as
some GPs felt themselves to be under enough pressure they were happy to have
the hospital bear some of their load. FUrthermore, some patients do not
'understand' their disease and they can be (or are) especially time consuming.
On the other hand, six doctors indicated that not only were they willing to
manage certain diabetic patients themselves, but they also did not refer these
patients initially to the diabetic clinic. Those whom they held onto were not
~'(
The top item in the Framework (a) 'Medical (ie clinical) knowledge' was not
appraised via the interviews. None-the-Iess it is fundamental and is
discussed in the final chapter.
2.
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insulin dependent; rather, the patients were usually the more elderly with
mature onset diabetes who were treatable by diet and/or oral hypoglycaemic
drugs. Two of these doctors offered explanations for their pOlicies:
"On the whole, you see, a diabetic that needs insulin usually is
fairly ill when they're first discovered so they normally get sent
to hospital, whereas diabetics who don't need insulin, the more
elderly ones, on the whole aren't that ill so they don't get sent
to hospital unless you actually make a positive decision to send
them. I don't recall ever sending a diabetic who didn't need
insulin." (Doctor 19).
"You see one thing, I do not refer diabetic patients there, I don't
mean the young ones, juvenile onsets, I think they should always be
referred. But the maturity onsets, I don't think unless they are
very severe and difficult to manage they need referral because it's
only going to subject them to going up to the diabetic clinic month
in, month out for the rest of their lives. And all they are going to
be is weighed and just have a chat about their tablets and so on,
and really one can do that here." (Doctor 15).
Thyroid disease was another disease group which six doctors mentioned as
being of special interest although even amongst these doctors there were two
schools of thought. Half either referred all their over active thyroids
(hyperthyroidism) or else sought confirmation from a consultant that the
right treatment regime had been selected for the patient. The others were
willing to treat by themselves hyperthyroid patients whom they believed did not
require either radio-active iodine or surgery - at least in the short-term.
However, all six of these doctors were managing patients whom they had
diagnosed as hypothyroid. In this they were aided by a newly available (to
family doctors) biochemical test which measures the thyrotrophin stimulating
hormone levels*. One doctor thought he was treating about a dozen patients
for hypothyroidism while another estimated that he was doing maybe five
thyroid profiles a week for both hypo- and hyperthyroid patients.
Clinical judgement within individual referral decisions
If individual doctors have differing policies for coping with types of
medical problems (such as diabetes and thyroid disease), then it follows
,~
This test enables the doctor to distinguish between primary and secondary
hypothyroidism; the primary state can be treated by slowly administering
a thyroid replacement therapy whereas the secondary state indicates that










that they will not be exercising
when faced with specific cases.
their clinical judgement in the same ways








pairs of referral decisions made for related problems. Although each case
was unique in its details, they do suggest that GPs have differing
routines when working through similar problems.
The first pair of referral decisions are about thyroid glands which
the GPs did not think were abnormal.
"One was a woman of 77 who I had been watching for some time
who has got an enlarged thyroid (goitre) which has been con-
firmed by x-ray ... I don't think in fact it is active, that
she is suffering from thyrotoxicosis, but she is feeling rather
tired and run down ••• I just want to make quite sure, to have
hospital tests run, that her thyroid isn't the cause of her
symptoms ••• this is more to reassure her that she hasn't got
an organic cause to her tiredness." (Doctor 32).
In the second thyroid example, a patient who was being seen from time
to time for chronic bronchitis complained of recent weight loss although the
GP did not think he looked any different. So he was told to return:
"He came back three times in total and the second time he'd lost
a couple of pounds ••• Although there did not seem to be any
reason to suspect his thyroid (it can cause weight loss) I just
ran off the tests (chest x-ray, thyroid function tests) •.• Yet
even knowing that some of the thyroid tests are abnormal I
couldn't persuade myself clinically he was thyroxic which is why
I think he ought to have a radio-active iodine test." (Doctor 19) .
Now, in both of these examples the doctors' own clinical acumen (their
interpretations of the symptoms and signs coupled with the patients' his-
tories) caused them to doubt that the thyroid glands were responsible for the
symptoms. Both had had chest x-rays performed but only the second doctor
had done the standard thyroid biochemical tests, and indeed, his referral
decision was triggered by the slightly abnormal thyroid function tests (TFTs).
The first doctor was relying on the hospital to do these and possibly other
investigations such as a radioactive iodine uptake which he could not request
himself.
The next pair of referral decisions are for hypertension. This chronic
disease was described by one GP as "the bread and butter of general practice",
and the interviews showed that hypertensive referrals are usually patients
whose blood pressure is still too high or unstable after treatment.
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One doctor had a new patient, a 45 year old man, who had presented
with an unrelated problem. He was found to have a very high blood pressure,
230 over 140:
"Anyway I started him (on treatment) right away because I mean
he's a relatively young man for such a high blood pressure and set
the investigations in hand and as it happens his water's perfectly
all right, and his urea and e~ectrolytes are all right, and he has
improved on treatment '" I've x-rayed his chest and his kidneys
(an IVU) •.. I was intending to do all these investigations which
have taken about 2 months and then send him to the physicians anyway.
And in view of his rather poor chest picture and poor response to
his blood pressure so far, I'm going to send him." (Doctor 17).
In the second interview the doctor was not nearly so expansive about
the referral:
"One is a middle aged gentleman with high blood pressure which I've
tried to control. It just isn't coming down so I'm going to refer him
(to get) some help from a physician because I'm not satisfied with the
response I'm getting with the drugs that I've been using." (Doctor 21).
Later in the interview this doctor was asked if investigations had been done
previously for this hypertensive referral:
"Urn ••• well not on the hypertensive ones; we make sort of various
checks on their blood pressures, but, urn, we wouldn't normally have








So, while there was no doubt in these two doctors' narratives that the
patients had hypertension which was not coming under control and therefore ~
a physician's advice was needed, they did have differing thresholds in their
work-ups of the cases. One doctor did not do any investigations; the other
looked for possible renal involvement by doing an intravenous urogram (IVU)
(as well as a chest radiograph), and he carried out biochemistry tests.
The final pair of referrals are about ischaemic heart disease and they
are dissimilar because one doctor made his decision to refer his patient far
later in the episode. This was due to his use of the practice electrocardio-
gram (ECG) machine and biochemistry tests to diagnose and monitor the patient's
condition.
So, the first referral was a retired, frailish man who visited his doctor
because he was getting pains in his chest when he walked up the hill:
"He was getting presumably ischaemic pain, pain from insufficient
supply through his coronaries, anginal pain. And so I thought "Let's
do the job properly." (and he was referred to the general physician
with a special interest in cardiology) •.• "His clinic has ECGs running















The second referral was a younger man, nearly 40, thin with good health
who had had a coronary 8 weeks previously. It occurred in the early morning
and he attended the surgery later that day complaining of chest pain and
left arm pain:
"It was only on ECG and blood enzymes that it was definite that
he had a coronary." He was managed at home but again in the early
morning he woke with what he thought was another one and it was
confirmed by ECGs and blood enzymes. He was now being referred
"Because we'd done all the tests we could, lipid estimations and all
to see if there were any abnormal features in his blood chemistry
and there was nothing around at all. And he's got a clean bill of
health ••. " (Doctor 28) •
A doctor in another practice commented on how their ECG equipment had
detected 3 or 4 coronaries on patients who walked into the surgery in the last
6 months. And their policy was to treat most coronaries at home apart from
the younger sufferers (persons under 60 years of age). Overall, doctors from
at least five practices said that they preferred to manage their coronary
patients themselves either at home or in GP-hospital beds .
Two methodology points must be made about these pairs of transcripts •
First, although in each pair of referral decisions one of the doctors had
done more diagnostic tests himself, these examples were not selected just to
show doctors' differing reliance on investigations. In fact, in the
295 referral decisions there were only two for hypertensive disease, three
for diseases of the thyroid gland (the other being a re-referral) and three for
ischaemic heart disease. In this third case the doctor did radiographs for
lumbar nerve root pressure and blood checks, but not an ECG before referring
the patient.
Second, each of the transcripts were about patients whom the doctors had
decided to refer. There are no descriptions, though, of cases which these six
doctors had chosen not to refer. Thus we cannot be certain that their clinical
practice was routinised. May be the three doctors who did not do an exhaustive
range of investigations prior to referring the goitre, hypertensive and angina
patients were actually extensively investigating problems which they decided to
manage themselves. Also the other three doctors referral narratives may not
have been reliable indicators of their clinical practice. However, it is
possible to corroborate the reported behaviour of the doctors with their usage
figures of the diagnostic departments which were analysed in the First Report.





The interviewed doctors' haematology and biochemistry request
figures for the three-month survey in 1977. (For the sample
size see the footnote on page 19.)
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Medium to very high biochemistry use was characteristic of the doctors
who either said that they preferred to manage certain of their diabetic or
thyroid patients themselves*, or else had made the fully investigated thyroid,
hypertension and coronary referrals. Over the three-month survey period the
median number of biochemistry requests for all GPs was less than 6, and for the
interviewed doctors the figure was around 9 requests. Yet the request figures
for the doctors identified above equalled or exceeded this number and most by a
wide margin as is illustrated in Figure 3**. In contrast, the three doctors who
had not performed biochemistry tests for the paired referrals were relatively
low users of the biochemistry services •
Radiology use was also a discriminator although it was not as strong•
The median number of requests for radiographs by 64 doctors in the three-month
survey was 32. Again the request figures for all but one of the doctors
identified above as managers of diabetic/thyroid conditions or fuller
investigators of referred patients exceeded this median. But the radiology
requests made by the other doctors in the paired referrals also spanned this
median figure •
The relative youthfulness of the doctors who were inclined to look after
many of their endocrinology patients was also predictable from the trends in
the First Report. For instance, doctors who were relatively high users of
the investigatory services especially biochemistry tests, were found to be
slightly younger overall. Thus the average length of time since qualifying
of these endocrine-oriented doctors wag nine years compared to 19 years for
all the interviewees. The report also showed that their referral letters more
often contained diagnostic formulations akin to those in letters written by
hospital doctors***.
;.
It is not possible to give a percentage figure of interviewees who were
prepared to manage certain of their diabetic and thyroid patients, since not
all of the doctors were asked or volunteered comments about this issue. We
only know that at least one quarter of the sample were inclined to look after
certain endocrine conditions themselves.
'-C,';
The data in Figure 3 is based on a 71 per cent sample of the 5,251 haematology
and biochemistry requests received by the Pathology Laboratory over 13 weeks.
From comparisons with other data sets (earlier pathology data, radiology use,
the referral letters, and the interviews), it is reasonable to assume that the
shortfall in the sample was spread randomly across all the general practitioners.
Note that not all of the interviewees used this Pathology Laboratory.
,'(,'~*
These doctors also tended to practice in health centres or premises functioning
in a similar way - if given the opportunity.
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3. Clinical judgement of separate doctors about the same patients
The previous paired examples of decision making were about patients
who were referred, and what seemed to distinguish the narratives were the
contrasting levels of investigatory work-ups. But doctors can also
respond in different ways when faced with the same patients. In these
next three examples of decision making the GPs decided to refer patients
who had previously been treated by other family doctors.
In two of the narratives it was the findings on examination which
triggered the referral decisions. The first was quite straight forward.
A temporary resident presented saying that he wanted some more tablets
for a pain in his shoulder and something to rub in. "My doctor gives me
something to rub in." The referring GP examined him and recognised a
Sarcoma (Doctor 26).
The second case was more complex: investigations were performed before
a second examination revealed the probable cause. For many years a woman
had suffered from recurrent iron deficiency anaemia which had responded
to courses of iron. When she first saw the referring doctor she complained
of tension and anxiety, shortness of breath and loss of energy owing to,
she thought, her recurrent anaemia. He did a physical examination and
because her symptoms were varied, he requested a full range of investiga-
tions - full blood count, E5R, urea and electrolytes, thyroid function
tests, ECG and a chest radiograph. The only positive result was the haemo-
globin level at 9 grams with a typical film of iron deficiency which con-
firmed her previous doctors' diagnoses. So the GP brought her back for a
vaginal examination and she was found to have an enlarged uterus (the size
being equivalent to a 14 weeks pregnancy) caused the doctor thought, by a
large anterior fibroid (Doctor 7).
In the final of these examples of multiple management, the GP's judge-
ment that a serious pathology existed was not formulated from the examina-
tion but rather from the patient's history in conjunction with his own
knowledge acquired through experience.
The patient came for a repeat prescription for indigestion tablets
which his previous doctor had been giving him at intervals for about
18 months. "The examination did not reveal any abnormality but the longer

















this man had possibly a gastric ulcer or possibly something worse."
A barium meal was requested. It suggested a malignant disease of the
stomach "•.. and I was not surprised with the result." (Doctor 12).
One of the aims of this chapter was to illustrate how doctors are
far from homogeneous in the ways that they make decisions about their
patients. It is therefore, to be expected that doctors will have different
pOlicies over the management of medical conditions, and these in turn
will affect their threshold for referring patients. It is also
clear that an integral part of many doctors' decision making is the
information provided by diagnostic investigations; the younger doctors
tending to be more dependent upon this information source. So it is
against this background that the interviewees' views about diagnostic
services are presented in the next chapter •
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CHAPTER 3
General Practitioners' Dependency on Diagnostic Investigations
1. Investigations done prior to referral
There were two notable findings about general practitioners' use of
hospital diagnostic services in the First Report. One was that fewer than
half (43 per cent) of the 358 general medical referral letters mentioned
that hospital investigations - radiology and/or pathology tests* - had
been done by the family doctor. (Other patients may have been investigated
but the doctors omitted those details from the letters.)
The other notable finding applied to the referrals which had been
investigated - there was not much duplication in the outpatient clinics of
the investigations which the GPs had done. The family doctors seemed to be
able to anticipate the investigations which the consultants would require.
Thus, with the exception of chest radiographs, virtually no GP-requested
x-ray examinations were rebooked at the first outpatient attendance of new
patients. Pathology work from individual departments was redone for fewer
than half of the patients who had already been investigated in this way,
and the tests that were requested in the outpatient clinics may not have
been identical to those done by the family doctor.
So questions were included in the interviews to find out how the GPs
felt about doing investigations prior to referral. But these questions could
only be superficial - it would have needed a separate interview to really
tease out the doctors' dependency on information from diagnostic investigations
in their clinical decision making.
The original plan was that after the interviewees had described their
referrals for the previous week they would be asked to go back over the
referrals and indicate which ones had been investigated by pathology tests
and/or x-ray examinations (see the schedule in Appendix 1). However in many
interviews this strategy was not suitable because the doctors had actually
mentioned their investigations whilst describing the referrals. So instead
a confirmatory question was asked such as "I gather from the way you are
speaking that you would normally investigate most of your patients where







* •Comprehensive pathology and radiology services including double contrast barium J














Now, because there could not be any uniformity in the way the
questions about pre-referral investigations were asked, it is again not
possible to produce percentage figures of doctors who preferred to do
their own investigations. However, certain themes about motives were
apparent in the answers. In some respects the pre-referral investigation
questions were inappropriate since all 45 GPs had done some investigations
for their previous week's referrals (where it seemed relevant) or else they
replied in the affirmative if only by saying "lm." to the general probe
about doing pre-referral investigations.
(a) Reasons for doing pre-referral investigations
What did separate out the doctors though were the ways they utilized
the investigations. Some doctors saw them primarily in organisational
terms - some consultants expected certain investigations to be done; both
the consultant and patient were saved time when the investigations were
done in advance; and, if there was a long waiting time until the outpatient
appointment, then the patient was encouraged that something was happening
while the GP was reassured about the problem being non-urgent.
Other doctors emphasised the satisfaction they got from taking the
diagnostic workups as far as they could, and indeed the actual decision
of whether or not to refer frequently hinged on the information in these
investigations. Moreover, when a referral was justified, they would express
in the letter their provisional diagnosis.
Rather more interviewees suggested that doing investigations was
time saving:
mentioned that some consultants actually expected appropriate radiographs to
have been done before they first saw the patients. For example:
"And um, X always likes to have all his patients x-rayed before
he sees them and I think that's pretty well general. I think
they like to have them, some basic routine stuff done by the
GP before they see them." (Doctor 36).
However one GP when talking about a boy with a clicking, crunching knee
pointed out that the consultants' policies of x-raying routinely were also
helpfUl to himself. "I feel that the chances are he won't get an appointment
for a couple of months, therefore I would be happier to know that the x-ray







i. Investigations for organisational reasons. At least three doctors
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"Well if you can get the blood reports done and perhaps a
barium meal done and you hand the results to the consultant
and he takes it on from there, this saves quite a lot of
time." (Doctor 5).
"I like to investigate a bit before I send them off, so that
they have the investigations in front of them, cuts down
time." (Doctor 9).
ii. Investigations as part of the pre-referral work-up. These next
narrative extracts* demonstrate how for certain doctors, the pre-
referral investigations were in fact an integral part of their referral
routine - the task would not be complete without them. Each of the state-
ments was made spontaneously within the answers to the generalised ques-
tions about doing pre-referral investigations. (They may have mentioned
organisational benefits as well.)
" ••• one doesn't intend initially to refer a lot of people to a
physician unless one has done the workup oneself ••• " (Doctor 44).
"On the whole I prefer to do the tests myself on a medical
problem particularly because I'm interested in medicine rather
than any of the other things I suppose." (Doctor 17).
"I just like to get as far as I can with them." (Doctor 15).
In other answers, the doctors implied that their referral decision
hinged on the investigations.
"A lot (of investigations), yes. I think most of them merely
because it tends to help us to decide if perhaps referral is
necessary." (Doctor 28).
"I feel if you can exclude the acute thing then you can do all
the investigations outside. And then if necessary with all the
investigations done I'd then refer them." (Doctor 4).
"Of courSe there are other things which if I get the answer by
investigation I am not going to need a specialist's opinion
anyway. So investigation is often I think a substitute for a
specialist's opinion really." (Doctor 41).
Finally, there were some doctors who stressed that they got satisfaction
in referring 'worked-up patients' with provisional diagnoses.
"I personally regard it as a failure not to at least be in the
position to make a tentative diagnosis before referring
patients and therefore, unless it is a matter of dire emergency
I tend to do the investigations myself ••.• " (Doctor 12).
*Note that these are only some of the extracts from doctors who expressed
these views and they emphasise again how doctors have differing medical



















"If there's time (the investigations are done) because this
gives you more satisfaction and it's nice to be able to give
some sort of idea to what may be the problem to the
consultant •. , it suits my pride." (Doctor 16).
"Yes, Yes. I tend to investigate a good deaL •. I'm the sort
of person who likes to refer a patient to a consultant not
with "Dear Or What, I've got this patient, I don't know what
is wrong with him.". I am very much more the person who will
refer the patient "Dear Or. So and So, I've got this patient
who presented with vague symptoms, on examination there is
very little to find, but I did this test, that test and the
other test; this is a little bit abnormal •.• I think he might
have such and such. I would be grateful for what your
opinion is.". (Doctor 24).
This last rather long quotation encapsulates a finding in the First
Report that there are patterns in the structures of medical referral letters.
Just as Doctor 24 suggests, some doctors do tend to hypothesise a provisional
diagnosis from the available evidence (symptoms, examination findings and
investigation results), whereas others are more inclined to provide a des-
cription of the symptoms and perhaps mention a broad diagnosis. (Chapter 6
deals with letter writing methods.)
(b) Reliability of the doctors' answers
But were these doctors' observations about their own behaviour reliable?
Perhaps some were exaggerating to impress the interviewer. However, the
data in the First Report show that virtually all of the 45 interviewees had
done some pre-referral investigations for at least one of their general
medical referrals made during the three-month survey period. So the doctors'
responses were reliable in a general sense. There are though, two interest-
ing methodology issues in these transcript excerpts.
i. GPs' perceptions of their relative use of investigations. First,
[
the three-month data also suggest that some of the GPs could not reliably
judge their use relative to other GPs and this is completely understandable.
The point is best illustrated from specific examples. Two GPs in separate
practices considered that they did quite a few investigations ••• "I do in
fact a fair few investigations, blood tests, MS Us , chest x-rays ••• "
(Doctor 26), and "I investigate my patients as far as I can before I refer
them •.• " (Doctor 32). And they were basing their self-assessments on com-
parisons with their practice colleagues' investigation rates - both doctors
had at least one colleague who, they believed, performed very few pre-
referral investigations and the survey data confirmed this.
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What these doctors were unable to recognised though was while they
were heavier investigators than their colleagues, they were still rather
below the means for the total sample of 65 GPs in both their pathology
and radiology requests over the three-month survey period. Another GP
'confessed' to being a frequent user of the pathology service. "I'm quite
keen on removing people's blood and that sort of thing. I use the Path •
Lab. a lot - I suspect lover use it ..• " (Doctor 29). Yet in the three
month data 29 per cent of the general practitioners had pathology request
figures which were greater than his.
ii. GPs' perceptions of relevant investigations. The second methodology
point is that while almost all the doctors affirmed that they tended to do
investigatory workups, they had differing perceptions of which investigations
were relevant. These differing practices were evident in the referral
narratives in Chapter Two but as well, the doctors themselves drew attention
to this point. For instance, Doctor 26 explained with candour how he
avoided investigating some people:
"Because often I may not do the things that are necessary and
occasionally do things which are totally unnecessary, and I
think if they are going to be referred fairly soon ••. then I
generally leave it up to the chap the patient is going to see
rather than do a whole battery of unnecessary investigations."
Another doctor identified biochemistry tests as being outside his
repetoire even though he liked to present the consultants with investiga-
tions "a, band c". Doctor 8:
"Having said all this, I'm not I would have thought terribly
investigation minded in a biochemical sense. This is just me
I suppose I am changing a little bit now but ..• in the old days
one tried to attempt to diagnose someone with a myocardial
infarction from the clinical signs. One didn't rush to the
blood bottle and get an SGOT or an LDH. And to a certain extent,
urn, I would still tend to do this. Therefore my investigations
would not be quite so thorough biochemically as some of the
younger chaps."
This belief that one's own clinical judgement was as reliable as the
information provided by technical innovations (for instance biochemistry
tests and ECG machines) was reiterated by at least two more doctors:
"I think one becomes extremely discerning about the, not lazy
but I think discerning, about the amount of tests that you do,
and you rely more and more on clinical judgement which I find













nAs a GP imd an old fashioned GP, I believe in us ing my ears.
my eyes, and my hands as much as possible n (Doctor 32) •
These two doctors had qualified more than 20 years previously. How-
ever, there were some doctors equally experienced years-wise, who appeared
to have integrated biochemistry use into their clinical decision making. Of
16 interviewees with over 20 years of post-qualification experience, five
had biochemistry usage rates which greatly exceeded the median for 65 doctors
in the three-month survey*. However the overall trend in the First Report
was that younger GPs made greater use of the Pathology Laboratory than their
older colleagues. (Biochemistry work is also discussed in Chapter 8.)
The First Report showed that 14 per cent of the newly referred patients
had had a barium meal or barium enema requested by their general practi-
tioners. Furthermore, half of the new patients whose outpatient diagnosis
related to the gastrointestinal tract had received a barium study in the
past. One other finding was that most of the patients receiving an out-















But during the outpatient data collecting phase the waiting time for
both barium meals and enemas in the survey radiology department was four to
five weeks whereas one year later, at the start of the interview field work,
the waiting times had doubled - 12 weeks for barium meals and 10 weeks for
enemas. These waiting periods did shorten in the subsequent months while the
interviews were being done; however since then, the period for barium meals
has been even longer. So the doctors were asked whether the increased waiting
times for barium studies had affected the use they were making of these
services. They were also asked if they were SUbstituting barium study
requests with referrals direct to outpatients •
i'The survey GPs' low median request figure for biochemistry was consistent
with other studies. Rose and Abel-Smith looked at pathology use in a
hospital group in 1966 and conCluded "Biochemistry while presently oriented
towards the hospital is almost certainly a division on which general
practice ••• will increasingly make demands. n (10 page 37). Green monitored
the introduction of a specimen COllection service in the Wigan area in 197311 •
The increase in use was dominated by haematology and bacteriology investiga-
tions. Biochemical investigations remained a fairly small proportion of the
total demand •
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The questions which appear in the interview schedule in Appendix I
were asked in a consistent fashion in the interviews but as usual, the
doctors did not interpret them in the same way. Barium meals and barium
enemas have differing diagnostic functions and some doctors focussed their
answers around the problems they were having in getting enemas done, others
talked mainly of meals. Also, even if two respondents had barium meals in







been owing to separate reasons. So again, the analysis of the answers has
tried tc tease out the patterns in the doctors' explanations. III
..
There was no doubt that the majority of the 45 doctors had been
inconvenienced in some way even if the prolonged waiting times had not
noticeably reduced their overall use of the service. Some doctors
started their answers by explaining what they perceived the role of
barium studies to be in their diagnostic process. They then talked about
how they coped with the waiting-time policy. Other doctors just described
how they got around the waiting time problem for a particular patient whom
they thought should be x-rayed fairly urgently.
(a) Diagnostic situations requiring barium studies
From reading the answers it seems that there are three types of
diagnostic situations for which barium studies might be requested by
general practitioners. The first type arises in patients whose condition
or discomfort does not appear to have a 'significant' pathological
cause. For these patients a barium study provides reassurance that there
is nothing seriously amiss so there is no urgency in the GP's mind about
having the study done.
"These are people who one basically would think there was
probably not very much wrong but you feel that you've got
to prove it and you don't really mind (the waiting time) too
much ••• You have probably jollied this person along with
various bottles of stuff over several weeks or months maybe,
they've looked fit .•• they've been living well and you think
"Well, it's entirely appropriate."." (Doctor 44).
"If it's a barium enema and I'm trying to reassure the 65th
patient you know on the 5th day that I've seen them with
irritable bowel syndrome and I know that it doesn't matter a
damn whether they have it done or not but I've got to reassure



























The second type of diagnostic situation occurs when, in the clinical
judgement of the general practitioner, a patient has a 'significant'
disease which the doctor prefers to treat himself rather than refer. He
would though, like to have a barium study confirm his judgement but with
the delays he is forced to commence treatment, and in some cases the
disease will be under control by the time the contrast study is done.
Peptic ulceration and diverticular disease were two diagnoses which a few
individual doctors mentioned as being within their own expertise (see the
following four extracts).
"I mean, if you think somebody's got an ulcer on clinical grounds
you would like to have it verified radiologically, but urn obviously
you are not going to postpone the treatment until it has been if
it's a matter of three months waiting list. So you get on and
treat them purely on your own clinical judgement. The chances
are that they get better and in the end you don't bother to have
them x-rayed." (Doctor 6).
"I use them (barium studies) fairly frequently. My own aim is,
I've got a provisional diagnosis and I want to prove or disprove it
~ow) if I am unhappy on clinical grounds - if I feel that somebody
has got an ulcer, I go on treating the ulcer. But if the time
comes that the ulcer isn't getting right (then will refer)."
(Doctor 43).
"It may mean that the patient has to wait and you've got to try to
treat him symptomatically before you get the diagnosis straightened
out ••. I've got a lady at the moment waiting for a barium enema
and she's been waiting about six to eight weeks. I'm fairly
convinced in my mind, touch wood I'm right, that she's got
diverticular disease. I think it probably has to be." (Doctor 18).
"I always used to like getting a barium enema done before referring
them because if it was diverticular disease then I wouldn't refer
them." (Doctor 15).
It is when the GP suspects a malignancy that the third type of
diagnostic situation arises. For many of the interviewed doctors it was
only when confronted with a possible malignancy
times for barium studies really affected them.
that the increased waiting
They had to change their
c
investigatory pattern of behaviour. However other doctors felt that they
were not affected by the recent radiology delays even when a malignancy
seemed to be a likely diagnosis. So what were the reasons for these
opposing views?
(b) Strategies for coping with urgent problems
i. Doctors who were not affected. The explanation for some of the
doctors who claimed not to have been affected was that they had always
referred suspected malignancies rather than doing an initial x-ray examina-





doctor who was generally a very low investigator said that he did not
think he had been affected, he was not substituting bariums for
referrals because if something was urgent "then you are going to refer
it anyway."*
On other hand, at least six doctors indicated that they believed
.. .
endoscopy to be a superior diagnostic procedure and as it was only done
by consultants they had been substituting referrals for radiology requests
for some years. These are two examples of such pOlicies:
"Urn, well, I suppose that probably since the onset of the fibre
optic industry one refers more for that investigation because
you learn more from it probably and can take a biopsy at the
same time." (Doctor 25).
"Well I think we normally send them now via the consultants ••.
our attitude has probably changed a little over the past years
in view of the advent of gastroscopy ••• you know you gradually
change without really realising that you're thinking slightly
differently." (Doctor 10).
Another group of the unaffected doctors explained that they were
either unaware that the waiting times had become so prolonged (two doctors),
or else the classification system which the radiology department had
recently introduced was adequate. About five doctors mentioned that they
had received a letter instructing them to classify their radiology requests
into 'Routine, Soon, Urgent' and they found this system to be satisfactory
on the whole. But even these doctors had to use other strategies to hurry











ii. Doctors whose use was affected. The two strategies most frequently
used by these doctors when faced with an urgent problem were either 'phoning !
the radiologists personally or, substituting an x-ray request with a referral
to a consultant in the belief that he could get the examination done more :I
quickly; Fifteen (one-third) of the interviewees talked of having to ring
the radiology department to get requests done urgently. They had also ..
IIiI
*Note that this doctor's view towards pre-referral investigation was .,
rather exceptional amongst the interviewed doctors. It is likely though, III
that there were other doctors in the catchment area who shared his views














'phoned on occasions in the past but then it was only necessary to speak
to the departmental secretaries whereas now they had to explain their
case to a consultant radiologist .
The doctors who were tending to 'phone had mixed feelings about using
this strategy and these feelings seemed to depend upon the doctors' level
of friendship with one or more of the radiologists. GPs who had no
reservations about using the 'phone often explained how they knew the
radiologists. For example:
".•• if it is urgent I ring sometimes .•. I know all the radio-
logists anyway ... and I never have a problem getting an
urgent one." (Doctor 40).
Another doctor who was a clinical assistant in the survey hospital said
" .• , I know them quite well '" I mean they're very, very obliging '"
so obviously there's a personal touch as well." (Doctor 24). And there
were other references to personal friendships in the interviews.
In contrast, a couple of doctors who expressed reservations about the
system appeared to be unfamiliar with the consultants. The following
comment was from a doctor who had moved into the district quite recently.
"But they are certainly becoming more discriminating as to
who they will investigate urgently. So whereas previously
you could have 'phoned up a secretary and said "Look I
consider this to be urgent.", now you have to go through •.•
one of the doctors there. I don't know what his name is."
(Doctor 11).
(Note, it is not being suggested that the radiology department was favour-
ing GPs who were well known to them. Rather, the point being made is that
individual GPs may feel more at ease about 'phoning for an urgent appoint-
ment if they personally know a consultant radiologist.)
The strategy of referring patients as a way of getting around the
radiological inconveniences was mentioned in a spontaneous fashion by
about eight GPs.
"Yes, of course it has. If somebody's got something and you
think it might be malignant, you no longer wait to get a barium
enema or meal done. You send them straight to surgeon first."
(Doctor 20).
"It's a good point, it certainly has. Yes, if you in fact, have a
problem now ... raises your suspicion of a carcinoma of the
stomach, I would not now ask for a barium meal. I would
certainly send the patient directly to the consultant." (Doctor 16).
One doctor went on to say "that if the contrast service could have been
improved it might save the specialist outpatient clinics." (Doctor 34).
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Another six or so doctors when probed, admitted to substituting a
referral occasionally or else they referred and requested the contrast
study simultaneously so that the result would be available when the
consultant saw the patient. Two other types of substitution were also
mentioned: a few patients were being sent to radiology departments with
shorter waiting times in other towns; and there was a suggestion that an
increasing number of patients were having private x-ray examinations
although the numbers were probably still very small.
(c) GPs' confidence in their clinical judgement
While it was possible to identify in the transcripts three types of
diagnostic situations which might warrant barium studies, it was also clear
that individual doctors had differing levels of confidence in their ability
to judge correctly which of those categories each patient fitted into. One
doctor was especially anxious about this problem. Indeed this next extract
may contain a clue as to why some GPs have relatively high investigation
rates or referral rates.
"If I thought someone had a carcinoma I could get a barium meal
done, still can, urgently (or else refer directly) and that's no
problem. But if I think someone just might have but I'm not
sure, then they will have to wait three months, and before they
had to wait a fortnight which didn't matter. So I don't know what
to do now. I can I t bully the X-ray Department and say "I think all
of these may have a carcinoma." because none of them may have, so
I keep my fingers crossed." (Doctor 29).
Furthermore, this doctor seemed to be more dependent than others upon
investigations to confirm his clinical judgement when treating non-urgent
conditions for he went on to say: "It makes a big difference to me because
I like doing investigations but now when I say to someone "Have a barium
meal and we'll sort it out.", that means they're going to have their
symptoms for at least three months." (Doctor 29 cont.).
Another doctor conveyed a similar note of anxiety when talking about
peptic ulceration, a disease which some other doctors preferred to treat
themselves (see earlier).
"It is very difficult to get an urgent contrast examination done
without actually personally speaking to the consultant ••• It can
make life rather difficult especially if you've got someone you're
pretty sure has got a peptic ulcer and they are getting a lot of
symptoms .,. and you know that you're really doing this as a
















































There is further evidence in this study's material to support the
proposition that the two doctors cited above might have been anxious
about their clinical judgement. In the three-month survey data
(reported in the First Report), both doctors had relatively high to very
high numbers of contrast media requests, pathology requests, and general
medical referrals, and likewise, referrals in the week-long interview
material.
Explanations for the propensities of some doctors to be high users of
diagnostic services may be found in behavioural decision theoryl2 Seem-
ingly, when several sets of probabilistic data about a single case (such
as clinical data) are processed simultaneously, the general outcome is
conservatism in judgement. In medicine this would lead to the ordering of
more tests than are necessary to reach any desired level of diagnostic
certainty. This may be caused either by the individual's limited capacity
for inference - his making less than full use of the data to revise his
probabilities, ~ an emotionally based desire for security in his jUdgement •
He 'knows' he could derive the answer with fewer tests but feels emotion-
ally more satisfied by having the extra amount of data behind him even
though they are technically redundant •
The doctors' heightened awareness of possible malignancies was another
dimension of their clinical judgement which was evident in many interviews.
When they were talking about the waiting-time delays, 36 per cent (16) of
the GPs explained how they coped when they had a patient with a suspected
carcinoma (although their descriptions were not as anxiety-ridden as the
doctor in the earlier abstract who felt he could not bUlly the X-ray
Department) •
Now it is interesting that there were so many references to carcinomas
since the likelihood of these occurring in the community is very small.
The cancer registration figures for England and Wales suggest that on average
in a practice population of 2,000, there will be one new case of cancer of
13the stomach every two years, and two new cases of colorectal cancer . So
even though an individual GP may have an aged practice population he is
still not likely to encounter new cases of each of these groups of
carcinomas more than perhaps two to three times in a year.
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The transcripts suggest therefore, that some GPs may be overestimating
the probabilities of patients having carcinomas because they lack knowledge
about the population-based rates of incidence for these diseases. And this
might be leading to their making more use of the channels for getting urgent
barium studies done ('phoning the radiologists or referring to outpatients)
than is really warranted. Chapter 7 (pages 113-14) suggests that radio-
logists too, may be overestimating the probabilities of patients having
carcinomas.
Again behavioural decision theory has an explanation for this height-
ened awareness of rare but significant events. It has been identified as
the 'availability bias' to which individuals are prone. One study by Slovic
and colleagues14 is a particularly apt illustration of this availability
phenomenon. They were interested in people's perceptions of low probability,
high consequence events. So 41 causes of death including accidents, homi-
cide, various natural hazards, and various specific diseases, were paired,
and a large sample of students were asked to indicate for each pair the
more likely cause of death,and the ratio of the greater to the lesser fre-
quency. The frequencies of accidents, cancer, botUlism and tornadoes, all
of which get heavy media coverage, were greatly overestimated while asthma
and diabetes, these being silent killers,were among the events whose fre-
quencies were most underestimated. Thus it is easy to appreciate how an
individual doctor who once missed a relatively rare diagnosis that led to a
fatality (for example a stomach carcinoma or brain tumour) may be overly cau-
tious in the future. And it also needs mentioning that their training
inclines doctors towards the more serious diagnosis rather than the lesser
one.
(d) Relationships between GPs' views about waiting times for
barium studies and other variables
There did not seem to be any relationship between individual GPs'
views of the barium studies service and other factors such as their length
of experience, or practice organisation. This was in line with the First
Peport's finding that there were no correlations (in a statistical sense)
between GPs' use of the radiology services and other measures inclUding the
use of the pathology services. Thus each of the three groups of doctors
(those who tended to 'phone; tended to refer; or routinely referred for
endoscopy) included young and older men and women who were practising from
health centre or similar premises, and non-health centre premises. further-
more, there was not a preponderence of clinical assistants amongst the













So why were there no patterns in the survey radiology data when the
pathology usage data especially the biochemistry figures do show relation-
ships with other variables? Reasons can only be speculative and they are
proposed in the final chapter.
Finally, it must be emphasised that while the doctors talked freely
about how they coped with the waiting-time delays for contrast studies,
not one interviewee was openly critical of the system by suggesting that
the GPs were being unfairly discriminated against compared with the hospital
doctors. Indeed, it was clear through all the transcripts that the GPs
greatly valued the radiology service and the expertise of the radiologists.
In 1979 Holdstock, Wiseman and Loehry15 described an open access
gastroscopy service which had operated in a district general hospital for


















I~e think that introducing a general-practitioner direct-referral
endoscopy service ••• results in too many endoscopies being
performed for too little objective benefit." (page 459) •
This view was held in spite of the GPs' pick-up rate of diseases being
slightly better than that of the hospital doctors, and the inverse rates
of diagnostic yield to endoscopies performed applied to both GPs and
hospital doctors •
But is a desire for open access to gastroscopy widely held by family
doctors? This question was put to the survey general practitioners after
they had been asked if they ever made medical referrals because they would
like a special investigation which they could not order themselves •
Electrocardiograms (ECGs), gastroscopies and electroencephalograms (EEGs)
were separated out.
Thirty-four doctors commented about gastroscopy investigations in this
context and two separate points emerged: first, the doctors had differing
constructs of the role of gastroscopy in their investigative armoury, and
secondly, only one-quarter desired open access.
i. Indications for barium studies vis a vis gastroscopy. When
talking of their demand for gastroscopy investigations, eight doctors
explained how they usually considered gastroscopy only after a patient had
had a negative barium meal and still the symptoms persisted.
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"I think •• , patients having had barium meals and perhaps nothing
has been found but (still) has symptoms referable to somewhere
along the intestinal tract high up ••• I would certainly make a
referral ••. " (Doctor 28) •
" ••• many times I've said "HI right take a picture•••• then if
the film is negative but there is still something wrong with the
patient's upper gastrointestinal tract. the only way to check it
out is by gastroscopy ••• " (Doctor '13).
Two older doctors also added comments about this investigation being
relatively new.
" •• , I never think of gastroscopy very directly ••• I was brought
up in the days before gastroscopy •• , it doesn't come very high
on my list of vital investigations ••• I might refer someone
because they've got a dyspepsia which I can't quite sort out and
because the barium meal is normal •• ," (Doctor '11),
" if somebody has persistent indigestion and a barium meal and
gall bladder x-ray was perfectly normal I'd probably send them to
(the gastroenterologist) to let him have a look down '" I must
say I don't use it a great deal because at the moment gastroscopy
doesn't jump into my mind so quickly being a fairly recent
thing ••• " (Doctor 17).
Other doctors were even more restrictive about their indications for
gastroscopy - they tended only to refer with this procedure in mind after
the barium meal had produced a positive or equivocal result causing the
radiologist to suggest re-referral.
"There are not that many instances in fact where I'd be referring
directly for gastroscopy unless it was something that came up on
barium meal ••• " (Doctor 2'1).
"I should think that I invariably get the barium done first and
then on the results refer for gastroscopy •• , I had one a couple
of weeks ago where the barium meal showed a large gastric ulcer
and the radiologist said that this patient should now have
gastroscopy .,." (Doctor '12).
"Well gastroscopy I think. well it is fairly limited. You
see often the suggestion for referral comes from the
radiologist." (Doctor '1'1).
(Note that the GPs' responses to the radiologists' suggestions about




















Two doctors remarked how they believed that cases of ulceration
should be endoscoped (notwithstanding the current debate about whether
endoscopy is always necessary for gastric ulcers*.l
"By and large gastroscopy's far better in determining
gastric and duodenal ones ••• " (Doctor 27).
"The ones which 1 think it's almost mandatory you refer to
(the gastroenterologist) are the gastric ulcers ••• He can
actually look at that ulcer and biopsy it and tell you
whether it's malignant or not." (Doctor 18).
Finally and in contrast, there was a group of doctors who were of the
opinion that gastroscopy was a more useful investigation in the first
instance and so they tended to substitute barium studies with referrals
to the gastroenterologist (as was discussed in the previous sub-section).
Thus their request figures for barium studies had fallen off.
"1 think the amount of barium studies is now considerably less,
certainly as far as my patients are concerned ••• anyone who has
a classical history of recurring, or stuff that 1 can't do any-
thing about, pain associated with peptic Ulceration, generally
1 refer them to the specialist ••• " (Doctor 26).
These differing constructs of indications for endoscopy were described
in some detail because they parallel the indications in Holdstock et al.'s
15
study These researchers surveyed the general practitioners who had
access to their service and found that only half of the doctors used
endoscopy exclusively. One-third used both endoscopy and barium studies,
while the remaining third just used endoscopy when the result of a barium
study was abnormal.
ii. Desires for open access. Only one-quarter of the 34 doctors
who spoke about gastroscopy actually said that they would like to have open
access to a service. The main reason why the great majority of the doctors
were either against such a proposal or disinterested was that they felt
*For example, in 1981 Salter et al~6 described how they endoscoped and
followed-up 80 patients with gastric ulcers shown radiologically.
They concluded that it was not necessary to endoscope such patients
unless the radiological assessment was equivocal, or the guide line
pattern around the ulcer was either inadequately shown or suggested
malignancy.
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gastrocopy was a skilled task which should be done after a specialist
had assessed the patient clinically. But the doctors' answers revealed
two considerations: their satisfaction with the local referral service;
and a fear that if an open access service was introduced it might be
'abused' by some general practitioners.
Below are transcript examples of doctors who preferred to have the
patients assessed initially by a specialist and they show how some GPs
wanted to share the diagnostic decision making, while others were concerned
that the gastroscopist should be clinically astute or they were worried
about the risks involved. These views were held both by doctors who
preferred to examine their patients radiologically first, and by those
inclined towards using gastroscopy as the primary investigation.
"I think it is far nicer to say "Well look. I've got a problem.
Do you think this patient ought to be gastroscoped?"." (Doctor 8).
" ••• I prefer him to see them and give his opinion and say whether
he feels it is worth while and what the treatment would be
afterwards ••• " (Doctor 29).
" ... It isn't something which is done by a technician. It's
something which the person looking through the view finder as it
were, is the all important aspect of it ••• " (Doctor 5).
"Gastroscopy is certainly something which one wants to be
experienced at in order to understand ••• " (Doctor 41).
". •• he would want to see the patient first because pr'esumably
it is not without risks. They are not given an anaesthetic but
they are knocked pretty flat ••• " (Doctor' 30).
" it might be better if whoever' was doing them saw the patient
first and they decided whether they really wanted to do it because
it's an unpleasant investigation anyway ... " (Doctor 25).
Note that the doctors' views about the status of doctors who might gastroscope
their patients (registrars/consultants) are discussed in Chapter 7 page 115,
while issues about the r'isks and preferences for gastroscopy vis a vis barium
studies are raised in Chapter 4 page 49.
It is interesting that five doctors were concerned that their colleagues'
lack of judgement might lead to abuses of an open access service. Indeed











although only by a few doctors. No guidelines about patient selection
were ever issued to the family doctors using their service and they found
that on average each of the 90 or more GPs in the area referred 11 patients
(over three years) but four referred over 100 patients. Yet it is unlikely
that the incidence of gastrointestinal disease was greater in the practice
loads of these 'high' requesters than in those of their colleagues. So
perhaps these researchers' conclusions that too many direct access endo-
scopies were performed was harsh on those doctors who used the service
jUdiciously.
These researchers were also disappointed by the relatively low yield of
'serious' pathology for both the GP-initiated and outpatient-initiated
endoscopy requests (cancers 2.0 per cent and ulcers 14.2 per cent in a load
of 1.805 examinations). However these findings were to be expected in view
of the base rate probabilities of these diseases occuring in patients with
gastrointestinal symptoms. (See the previous sub-section and Chapter 7
pages 113/14 for further comments about this issue.)
Unlike this survey's interviewees. Holdstock et al.'s respondents to
their attitude questionnaire were overwhelmingly in favour of the open access
service. Almost all thought the service was useful and three-quarters
believed that it resulted in an appreciable reduction in clinic referrals
(even though by the end of the three year study the appointment waiting time
was two to three months). However. these doctors were commenting with
hindsight. It is possible too. that if an open access gastroscopy service
was available in this study's DGH. the interviewees overall would be
appreciative. But in the meantime there does not appear to be a demand
for such a service.
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Judgement of Specialties and Specialists
These next two chapters are about another set of factors affecting the
referral process - the family doctor's knowledge of the health care system
(the right hand box in the Framework opposite). The elements of this know-
ledge are classifiable as internal or subjective influences,and external or
objective influences on the doctor's decision making. Internal influences
are unique to each GP and incorporate his specialty selection and his aware-
ness of the attributes of individual consultants within the specialty.
External influences are the available resourceS (for instance, the num-
ber of consultant gynaecologists, or the existence of premises suitable for
peripheral outpatient clinics) which are then organised into services and
regulated by the health authorities. Consultants too, can informally regu-
late the services by changing their pOlicies about, for example, accepting
patients for terminations. (These policy changes can be triggered by new
limitations being imposed upon available resources such as a reduction in a
specialty's inpatient beds.) This chapter though, is about how a doctor's
unique internal assessments of specialties and specialists shape his or her
selection of referral pathways.
For many presenting problems the specialty choice seems relatively
straight forward: eyes to the ophthalmologist, hernias to the surgeon and so
on. But for a proportion of referrals the choice is between complementary
specialties (for example general surgery or urology or gynaecology), or
increasingly, between surgical and medical management. There were various
examples of such problems in the interview transcripts. They included cer-
tain diseases of the digestive system, some urinary problems which both
urologists and nephrologists deal with, and over-active thyroid glands which
can in fact be referred in three directions - for medical management, for
radioactive iodine, or for surgery.
..
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In the interviews the GPs were asked how they made their consultant
selections for the previous week's referrals but there was no specific
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This ignorance on the part of the researcher was not so surprising
because in the literature about referral behaviour there seems to be a
taken-for-granted assumption that GPs have appropriate knowledge as to
which specialty (as opposed to specialist) should be selected. For example, 11
in 72 issues of the Journal of the Royal College of General Practitioners
spanning 1975 to 1980 only two papers even raised the topic. A 1975 paper
The reaSon was that as the outpatient research phase had been centred on a
single specialty (general medicine), the researcher had not seen other
specialties , workloads with which to form comparisons. It was the GPs
themselves in the interviews who drew the researcher's attention to the
existence of alternative referral pathways. For example, when Doctor 17
was asked about waiting times for appointments - whether or not this
affected his referral decision making, he replied:
"It doesn't affect it so much because I know who I want to refer
it to '" The only case it might influence me was if I was in doubt
whether to send someone to a physician or a surgeon first." (Doctor
later the Journal published a report of a Tavistock Clinic seminar on medi-
cal referrals and the paper touched on the appropriateness of consultant
h ·· h 1· 18 B . h bc o~ce ~n psyc oana yt~c terms ut aga~n t ere were no comments a out
the specialty selection process even though one of the case histories showed
how a GP wavered between making a neurological versus a psychiatric referral.
The Royal College of General Practitioners (RCGP) in their manual for
teaching vocational trainees (The Future General Practitioner19 ), likewise
chose not to spell out how specialties should be selected when referring
patients. It was up to the trainers/trainees judgement. Indeed in the 244
page volume there were only three short references found to referral decis-
ion making and the statements about consultant selection were as follows.
I
"The commonest reason given for referral rather than consultation
(with a specialist) is lack of time, but in the long run time may
be saved by building up personal relationships with consultants.
Mutual respect and understanding develop. It is important also
that the doctor should as far as possible choose his consultants.
Each has personal qualities as well as expertise." (page 18).
"Early investigation must sometimes include referral to a specialist.
The general practitioner must then use his knowledge and skills in
presenting the right patient, selecting the right specialist, explain-
ing the referral to the first and preparing background information











"The trainee needs to discuss the reason for referral, the
choice of specialist (knowledge, skill and personality) and
the machinery of referral "(page 60).
Yet although no questions were asked routinely in this survey's
interviews, the transcripts showed that family doctors are likely to be
making two kinds of judgements about which specialty? The first occurs
when it is not clear what the diagnosis is - there can even be uncertainty
about which system is disfunctioning. The second type of judgement is
even more intrinsic to the individual's decision making for it is a com-
bination of his knowledge of current medical practice and his preferences
about treatment alternatives.
(a) Specialty selection when there is uncertainty about which system
is dysfunctioning
Five GPs aptly illustrated the dilemma which can arise when there is
uncertainty about which bodily system is dysfunctioning. Two doctors each
sent a referral initially to the chest physicians. Both patients had been
seen for the first time with their current problems. In one case a man in
his early 70s came complaining of lack of energy. On questioning he
admitted to having lost l! stones over five months and to have been off
his food in the last four weeks.
"I said "Right get stripped." He had a bit of a crepitation in
the right lung. Then much more surprising he had a big mass in
the left upper abdomen - large, firm,smooth, not painful - didn't
appear to be bowel, didn't appear to be stomach. This is a bit of
a problem. I wondered if I should send him to a surgeon, or to a
physician or who? ••• I think that the most likely diagnosis is
carcinoma of the lung or similar although it is not in a common
place ...
"I spoke to Dr. Y (a chest physician) personally '" and said that
if it is nothing to do with his lung, if it turns out to be a
carcinoma of the colon, don't get mad because he is just a strange
case .•• but we have to start somewhere." (Doctor 40).
The second patient, a lady nearly 80, apologised for troubling the GP
but she had coughed up quite a considerable amount of blood in the past
48 hours.
"So I referred her to the chest clinic knowing almost certainly that
it was nothing to do with the chest clinic but I'd much prefer to
start with bad things. If you send them to the ENT department where
this blood was probably coming from then no one ever looks for the
tuberculosis in the chest ••. The most common cause of coughing up
blood in an old person is cancer of the lung or tuberculosis ••• "
(Doctor 26).
- "" -
There are two other noteworthy points in the above transcripts. The
first doctor was aware that consultants can feel impatient if they receive
a referral which they consider to be more appropriate to another specialty.
In fact both doctors spoke with the Chest Clinic to explain the circumstan-
ces about their referrals. The second point is that GPs in turn, hold
their own views about the strengths of individual specialties. Thus in the
latter narrative the GP was guarding against the Ear, Nose and Throat
Department overlooking a possible diagnosis in the pulmonary system (tuber-
culosis) and thereby not cross-referring to the appropriate department.
Jennett made a similar point when writing about the increasing trends
. ... 20 "f . f 11 . . 1ln speclallsatlon •.• ew patlents a lnto anyone specla ty; many
require the services at different times of a variety of specialists, and
one of the dangers of increased specialisation is that a patient may not
have accesS to the appropriate specialist when required." (page 59"). He
saw the chances of a patient having access to the appropriate specialist
being dependent upon "the availability of facilities, on the willingness
of other doctors to refer patients, and on the acceptance pOlicies of the
specialis t unit." (ibid).
The third GP's referral pathway dilemma lay between general surgery
or gynaecology. The patient was a young woman in her early 30s who was
having recurrent abdominal pain. She had been examined by two doctors -
the first suspected sub-acute appendicitis while the second felt it was
more likely to be ovarian pain and referred her to a gynaecologist.
This type of dilemma is not so unusual. For instance Blacklock and
Gunn21 looked at the diagnoses of patients seen as general surgery emergen-
cies in the Accident and Emergency Department of the Bangour District
Hospital. Out of 207 females suffering from 'acute abdominal pain', 16 (8
per cent) were diagnosed as having a pain originating in the uterus or
adnexae.
The final examples of specialty dilemmas involved patients whom the
GPs thought had psychiatric problems, and this type of dilemma has also been
observed by other researchers. The presenting problem of the first patient,
a man in his "Os, was frequency of micturition. He had been investigated
in the past and treated with drugs. Then a month before the referral he
reattended with some loin pain which the doctor could not account for. In-





















"I don't think in fact it was renal although I did do the
investigations with urine, MSUs and so forth and they all proved
to be negative. What I've done in fact, I've organised him an
IVP and I've referred him to Mr. X (a urologist) partly in my
mind just to clear up his loin pain but primarily at his own
request... "I'm having trouble coping with my job." Now, whether
Mr. X is the right person to send him to or to the psychiatrists
I don't know, but I think psychiatrists would certainly want
exclusion of an organic cause first." (Doctor 18).
The GP involved in the second referral was even more certain that the
lady "should see a psychiatrist but for various reasons because of the
stigma involved and so on" both she and her husband had resisted it. But
now the patient had chest symptoms and so the GP referred her to the Chest
Clinic.
"So this is a bit unfair on the chest physician. He's having to
filter something which is not essentially a chest problem •••
Knowingly I'm using him - I will write that .•• " (Doctor 43).
Morgan22 likewise observed the reluctance of family doctors to 'label'
patients as being mentally ill. He studied over 100 new GP-referred
psychiatric outpatients and the patients, family members and the referring
general practitioners were interviewed*. A sizeable proportion of the sample
(17 per cent) had already been referred to physicians or surgeons to exclude
any organic causes for the problems (see also the sixth referral narrative
in the ravistock Clinic paper18 (op. cit.))
(b) Specialty selection according to current medical practice and
treatment preferences
The second type of judgement about "Which specialty?" is determined by
current medical practice coupled in some instances, with the GP's own pre-
ferences about treatment alternatives. For convenience these two elements
will be considered separately although they are really inter-dependent.
i. Current medical knowledge. The biochemical/pharmacological dis-
coveries of the past decade are one reason why certain diseases which were
traditionally cared for by surgeons have been transferred to the medical
specialties or else are jointly managed. Paralleled with this was the diag-
nostic breakthrough of fibreoptics especially gastroscopy and colonoscopy
*His study (which was also funded by the DHSS) incorporated the catchment




for gastrointestinal (GI) problems and in many hospitals these endoscopy
services are operated by physicians rather than surgeons*. This was the
case in the survey hospital - the gastroscopy and colonoscopy services
were provided by a physician.
The survey GPs overall responded to these changes in clinical practice
by switching their gastrointestinal referrals to the physicians. One GP ~
~
summed-up the trend in a rather colourful way.
"In the old days for instance, •• , if you vomitted blood you went
under the physicians, but if you had bright red blood from the
backside then you went under the surgeon. They've altered all
this now. And the whole lot go under the physicians who transfuse
them and send them onto the surgeons later." (Doctor 30).
However, individual doctors' responses to this general trend were rather
more subtle. It also involved their personal judgement about the appropri-
ateness of surgical vis a vis medical management as was reflected in this
next answer to the interviewer's probe about medical versus surgical referral
pathways.
"It is historic .• , Because there was a time when most of the things
you did to people were surgical. And I think a lot of people thought
that there was far too much surgery done. Now of course the physicians
are the gastroenterologists and the surgeons are getting to the stage
of doing the things when medical treatment has failed. This is the
change in the philosophy that is coming about." (Doctor 13).
There was a glimpse in the transcripts of how GPs held diverging views
about the philosophies of surgeons for certain diseases. These are two
examples of doctors talking about obstructive jaundice. The first qualified
25 years ago and his comments arose in the context of doing routine investi-
gations prior to referring.
"It's sometimes nice to have say, a problem of jaundice sorted out
even before it goes up there - to say "Please this obviously is an
obstructive jaundice because they say the alkaline phosphatase is
raised ••• ". But when you're dealing with surgeons they're not at
all appreciative of your investigatory efforts." (Doctor 26).
So for this doctor the referral pathway for presumed obstructive jaundice was
surgical although he had spoken earlier of referring patients with upper GI
tract symptoms for gastroscopy rather than requesting barium meals.
I
*A 1976 survey of hospitals
gastrointestinal endoscopy
were physicians and 36 per
75 per cent23 •
in the United Kingdom which were thought to provide j
services found that 59 per cent of the respondents
cent were surgeons. The response rate was about ~
~
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The second doctor, a much younger man, was talking about a patient
with painless onset of obstructive jaundice caused he thought, by a
carcinoma of the pancreas.
"But I would not refer him directly to a surgeon even though it's
a surgical condition. I referred him in fact to a physician
because '" I've seen patients who have had presumed carcinomas of
heads of pancreas operated to find that they've got infective
hepatitis and they've died. So I would request a medical opinion
in the first instance." (Doctor 24).
Another young doctor was responding to the interviewer's probe about
his referral pathway for patients with Crohn's disease or ulcerative colitis:
"I've never sent a Crohn's or a colitis to a surgeon, never ••• I've
never seen one bad enough .•• The ones I deal with have got to be
treated medically otherwise I've got to refer them to somebody. And
I suppose I would refer them to a medical department '" to see if
they can do better. And only if they can't do anything, then they
go to a surgeon from there .•• " (Doctor 20).












reason why some doctors favoured certain specialties was ideological. It
reflected their personal values. This emerged in Doctor 24's explanation
as to why he chose the medical pathway for the patient who had the carcinoma
of the pancreas •
"That's partly a reflection of my own biases and prejudices I
guess, because I'm medically rather than surgically orientated,
and also because I think the physician gives a more considered
opinion ••. The surgeons just say "Well if I'm not sure I'll
chop it out and see.", whereas a physician will say "Well it
could be, it couldn't be, I think we'll look around this problem
before saying Yes, it's definitely a surgical case."." (Doctor 24).
Another equally young GP volunteered similar preferences.
"I would say that the only bias I have is towards the medical side .•.
I try and refer medically rather than surgically. In other words
if there is a gastrointestinal problem I refer to Dr. X rather than
to the surgeon. That is only because I think you get an opinion
rather than somebody who's ready to get the knife out. But I think
that in general, people tend to refer surgically rather than
medically." (Doctor 11).
He too offered an explanation.
"I know why I refer mainly medically. It is because I spent a
lot of time in hospitals doing medicine." (Doctor 11 cont.).
Yet another young doctor when praising a GI endoscopy service in a
different part of the country spoke about the surgeon-in-charge as being a
- 48 -
" surgeon who did the physicians' work as well ... a surgeon who
didn't chop willy nilly. He worked it out first. But of course, he was
one of the original researchers into (a new gastric drug)." (Doctor 27).
Now, perhaps the recent scientific revolution within medicine has
also affected the professionalisation process of doctors trained during
the period. This is not to say that these intra-professional antagonisms
did not exist in the past, but rather, because of the recent breakthroughs,
they are today more exaggerated. It is also the case that Doctors 24 and
11 were particularly well qualified in medicine - one had an MD in endo-
crinology, the other was a member of the Royal College of Physicians. A new
GP with extensive surgical experience may not have shared their views.
The recently published American ethnographic studieS by carlton24 , and
Bosk 25 are supportive of this proposition that intra-professional ideologies
exist. Carlton looked at the socialisation of student physicians and Bosk
at student surgeons. Both made references to the differing styles or models
of behaviour of the two professional groups. Carlton observed that '~en a
patient is jointly managed by surgeons and 'medicine men', there is often
underlying conflict Over the treatment of choice, based on their profess-
ional biases. The surgeon prefers to cure surgically rather than to wait
and treat pharmacologically, because surgery gives results that are immedi-
ate and clear. The bias of the person trained in medicine is to exhaust
pharmacological management before resorting to surgery, because it does not
have the risks of anesthesia and surgical morbidity." (24 pages 72/73).
Bosk made a similar point but in a blunter fashion: in his hospital,
stories showing how the good work of the surgeons was frustrated by others
were quite common. In particular, the tales about specialists in internal







prevent surgeons from coming to the aid of patients until it is too late".
(25 page 105). J
Carlton also observed how 'medicine men' and surgeons may hold diverg-
ing views about maintaining the integrity of the body*, and this too was




" surgery is frequently irreversible, and 'medicine meE' may be more
inclined to maintain the integrity o~4the body than surgeons, who by III















about the discomfort caused to patients by GI investigations notably
gastroscopy. (These comments arose in answers about whether or not the
GPs would like open access to certain special investigations.) TriO
doctors likened gastroscopies to operations and therefore they did not
desire open access. Perhaps it is not surprising that Doctor 21+ (who
sent the pancreatic cancer to the physician) was one of these .
"I think the answer to gastroscopy is almost certainly no, um,
because it's much more of an intrusive investigation. The barium
meal is a very straight forward, very simple procedure and doesn't
incapacitate the patient or inconvenience the patient terribly
much ••• I wouldn't like to think that myself and my colleagues
would openly refer, be referring patients for procedures which
carry with them a certain morbidity and a good deal of discomfort."
(Doctor 21+).
The second of these doctors was almost as young.
".•. it's (gastroscopy) a fairly involved, a fairly traumatic
procedure as far as the patient is concerned. They get rather
upset at the thought of it because it seems like an operation,
so I think I would generally like the consultant to see them
first to see whether this truly is necessary ••• " (Doctor 37).
The opposing view favouring gastroscopy over barium studies was expres-
sed by Doctor 26 whom it will be recalled, chose the surgical pathway for
obstructive jaundice. And he too, was concerned for the patients' well
being which he assessed in terms of his own preferences.
"( Gastroscopy is) far less trouble in the end to the patient
because it is all very well having the barium shovelled in one
end, it's agonies next day and for the next week ••• I'd prefer
to be given some diazepam quickly, go off sort of half amnesic
in my sleep and have the thing shoved down and have the chap
say "Oh I can see your gastric ulcer.", or "I can't see it, it's
as clear as a bell." ••• " (Doctor 26).
Interestingly, a survey was conducted amongst 83 patients who had experi-
enced both barium meal and gastroscopy to find out their preferences.
Nearly one half preferred endoscopy, one quarter favoured radiology and the
remainder were indifferent26 . But another survey of 11+7 dyspepsia patients
got different results 27 Only 8 per cent preferred gastroscopy. The clue
to the differing preference rates in the two studies may be the use of
amnesic sedatives. The first used diazepam, the second did not.
(c) Specialty choice when medical practice is evolving
Based in the survey hospital was a nephrology (renal medicine) speci-
alty and so the local general practitioners had a choice of three referral
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pathways for patients with certain symptoms relating to the genito-urinary
system: urology; renal medicine; and genito-urinary medicine. The renal
physicians were willing to accept patients suffering from recurrent urinary
infections or haematuria as well as the more specific symptoms indicative
of kidney dysfunction such as ureamia. This pOlicy had been explained at
meetings with GPs in various parts of the survey hospital's catchment area.
However it seemed from the referral narratives and other sections of
the interviews that many of the GPs were still inclined to refer generalised
symptoms of urinary infection and haematuria to the urology specialty. For
instance, among the week-long referral descriptions were nine patients
(males and females of various ages) suffering from recurrent urinary infec-
tions (five), haematuria (two) and frequency of micturition (two). Some
had more than one of these symptoms and all were referred to the urology
surgeons plus of course, the patients thought to have prostate or bladder
tumours. In fact there was only one referral addressed to the renal
physicians - a woman with a very low potassium level which the GP had been
unable to reverse*.
Now, there are two straight forward reasons why the GPs tended to send
the urinary tract symptoms to the Urology specialty. First, these surgeons
performed all the cystoscopies in the survey hospital and so if a GP anti-
cipated that this diagnostic procedure would be necessary then he or she
would be inclined to refer to the 'technologist'. (And note that there was
a high level of cooperation between the urologists and the renal physicians
in the survey hospital.) Secondly, the patients could be re-referrals to
urology: this applied to three of the nine patients mentioned above.
There is however, a third possible reason why the Urology specialty was
usually selected: the GPs' perceptions of the role of renal medicine appeared
to be narrower than the views of the renal physicians. This may have been
due to the GPs being unaware of the expanded expertise of the relatively young
specialty**. They still tended to equate nephrology or renal medicine with
diseases likely to cause chronic renal failure. Yet while a GP with a list
*Note that the waiting times for renal medicine outpatient appointments were
far shorter than for urology appointments.
**For example research into the dysuria and frequency syndrome was done at













size of 2,500 may not see one person in a year with chronic renal failure,
he or she is likely to have 40 patients consulting with cystitis and 15
patients with pyleo-nephritis in the same period29
There were hints supportive of the proposition that family doctors
have narrow constructs of the role of renal medicine in the interviews with
three doctors who ranged in age from young to middle-aged. They were
commenting about their overall referral patterns to different specialties.
"I've sent one or two to (the renal physicians), not very many
because we don't have that many renal referrals." (Doctor 18).
"No we didn't have anyone in this lot for (the renal physicians)
Well I think most people feel that by the time you've reached
(them) that your end is not far off ... " (Doctor 26).
"On the other hand it is very curious but my actual kidney referrals
are virtually nil over the year, very very low ... " (Doctor 23) •
This proness to link urinary tract referrals with the urology specialty
seems to be a general phenomenon. For instance in an editorial about urin-
ary tract infections in the Journal of the Royal College of General
Practitioners the view was expressed that if a little girl has a recurrence
of vague symptoms of abdominal pain and pyrexia caused by urinary infection
h h ld b f d 1 . f f 11 . .. 30 Ths e s ou e re erre to a uro Oglst or a u lnvestlgatlon ere was
no mention of referring the child instead to a nephrologist or even to a
paediatrician. However this editorial was written in 1977 when there were
8 31
only 42 consultant nephrologists in England and Wales' but as this is an
expanding discipline* it will be interesting to observe if there are shifts
in GPs' referral pathways for urinary problems over the next decade.
2. Judgement of the appropriate consultant within a specialty
..
..
The main criteria applied by the GPs when choosing a consultant for each
referral was (a) their knowledge of the consultants' special expertise, and
(b) their personal preferences about the consultants' interactional styles.
As the GPs in the catchment area of the survey hospital used this hospital's
services or the adjacent DGHs almost exclusively (see pages 75 - 78), the
interviewed doctors overall were well informed about the attributes of the
~'t
In England and Wales in September 1979 there were 60 consultant nephrolo-
gists and an estimated 55 general physicians whose primary special interest
was nephrology32,33 •
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consultants although this store of information differed from doctor to
doctor.
(a) Knowledge of the individual consultants' special expertise
i. Consultants with special interests. General Medicine had the most
clearly defined areas of special interest amongst the consultants. Consul-
tants in other specialties may have also had particular interests in for
example, peripheral vascular surgery, but these were rarely mentioned in
the interviews. There were four general physicians in the survey DGH and
their special interests were in cardiology; gastroenterology; neurology/
immunology/oncology; and nephrology. (The fourth physician had a joint
appointment as general physician/specialist in renal medicine.)*
It was clear from the interviews that the majority of general practi-
tioners we~e aware of these consultants' special interests especially the
cardiology and gastroenterology specialisms. Half the interviewed doctors
made specific references to the sub-specialties while many other inter-
viewees conveyed their awareness of the differentiated roles. These
following randomly chosen statements were typical.
"Because (Dr B) I know is primarily gastroenterology so virtually
all my gastroenterology medical problems I refer to him. All my
cardiac ones I refer to (Dr A). And then my sort of general medi-
cine ones - it's almost a toss of a coin ... I refer to Or D a
certain number. They tend to be more general medical or renal for
obvious reasons, and to Or C I tend to reserve my general medical
and certainly neurological ones I tend to refer to him." (Doctor 18).
"Dr C for the Hodgkins because he is a bit of an onCOlogist you
know ... obviously if I have any cardiac problems I tend to go for
Dr A, if I have any gastrointestinal problems I tend to go for
Or B." (Doctor 39) •
"Well if it's a pure cardiac problem, generally I would send them
to Or A because he tends to do the new test called the echocardio-
gram which we can't do here. So if we've got a problem which
we're rather doubtful .•. a true angina or a particular valve
lesion, or a congestive failure that is difficult to control then
one tends to send them over to him." (Doctor 37).
This last doctor's reference to the special diagnostic expertise of
Dr A (he does the "new test called the echocardiogram") is indicative of
Note that in the survey hospital other physicians held the following
special medical clinics to which the GPs could refer; chest diseases,























why the GPs were particularly knowledgeable about the special interests
of Dr A (the cardiologist) and Dr B (the gastroenterologist). In fact
Dr B was responsible for the GI endoscopy service in the DGH while
Dr A had built-up a cardiac diagnostic department which undertook the
relatively new investigations of echocardiograms, 24 hour ECGs, and
technetium and thallium scans, etc.
Although the interviews suggested that the local doctors were aware
of the general physicians' special interests, there were occasions when
one of these physicians received a new referral whom he felt was more
appropriate to the skills of a colleague. From the GPs' narratives there
emerged two reasons for these seeming errors of judgement. First, a
family doctor could be genuinely uncertain as to the likely caUSe of the
patient's symptoms or if even the expertise of a sub-specialist was warr-
anted. Thus the points made in the earlier discussion about specialty
selection when uncertainty exists about which system is dynfunctioning
are equally applicable to this situation. Second, the family doctor may
be influenced by the personal style of the 'inappropriate' sub-specialist .
(This point is expanded in the next sub-section.)
An example of the dilemma which can face a GP when the cause of a
medical problem is not immediately obvious was provided by Doctor 29. He
was explaining what he would do for a lady who was having 'drop attacks
or funny turns' (see the questionnaire in Appendix 1) .
"If I thought it was neurological I would send it to Dr C
because that's his interest. If I thought it was cardiac and
they very often are, then it would go to Dr A ••• He's got an
ECG thing that you can strap on you now, and you go around for
24 hours. And that proved that a lot of these are cardiac
things whereas before we didn't realise that. So the answer is
I don't know who I'd send it to now but it would be either
Dr C or Dr A ••• " (Doctor 29).
But often what the GPs wanted for some referrals was not a sub-
specialist's skills but rather the over-view of a general physician. The
interviewees did not regret the trend towards specialisation in medicine
especially as it resulted in the survey hospital's services being consid-
erably expanded (see page 78). Nonetheless they still needed the
continued presence of the generalists.
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"Well here again I tend to refer things according to their
special interests. But I still feel that some physicians
have a better general view than others and if a patient
doesn't fall very clearly into one of the specialties I tend
to favour one physician rather than the rest. Simply because
I feel he has a more balanced view of medicine as a whole." (Doctor
"I would tend to point a lot of my medical cases who need a fair
bit of sorting out generally speaking to Dr - ••• " (Doctor 8).
"I mean, perhaps unfairly, one tends to refer patients to Dr -
when one thinks they've got a psychiatric base to their problem,
saying to him "I think this lady has probably got a psychiatric
base to her apparent problems but that I obviously would like
your help in order to ensure there's no problem before I send









It is noteworthy that in the First Report 12 per cent of the general
medical referral letters asked for reassurance that nothing was really amiss
or nothing more could be done. Furthermore, 19 per cent of all the
referred patients were not found to have a diagnostic cause for their
presenting problems in the outpatient clinics.
ii. Consultants with particular technical skills. Occasionally in
the interviews a GP would make a passing remark about a consultant having a
technical expertise which they respected. For example one doctor spoke of
an orthopaedic surgeon as being extremely good at doing carpel tunnels "so
I refer all of those to him " and another orthopaedic surgeon gave the
impression of "doing better hips than others " A second doctor des-
cl'ibed one surgical specialist as being "very much of the old school" and
the GP appreciated this. However there was minimal comment in the inter-
views about technical expertise probably because such judgements were sub-
jective and the GPs did not wish to appear critical.
(b) GPs' assessments of the 'interactional styles' of individual
consultants
One not-so-young doctor was rather more explicit as to why he needed
freedom to choose between physicians. Often he was wanting more than just
a confident diagnosis - he also desired the patient's esteem via a
reassuring outpatient consultation.
"I think we look at the consultant we choose probably a little
differently from the consultant ••• We tend to look at the chap
and try and see whether he will go down well with the particular
patient. And that often is all we really want. We want in fact











whereas one doctor may be better at diagnosing a neurological
complaint from the cardiac one, this isn't always what we're
looking for. We're looking for someone who really I think
basically one can say "Will he impress the patient?"." (Doctor 16).
Other interviewees likewise were concerned to match the style of the
consultants with the patients' temperament.
"••• in many cases you pick the consultant to suit the patient.
There are some patients who you know jolly well will not respond
particularly well to firm handling and you tend to send them to
somebody who will be a little more gentle with them, and there
are others who need firm handling and therefore you select a
consultant who you know is going to be jolly firm." (Doctor 12).
(Two GPs appreciated the talents of one physician who by positive handling
could get patients to lose weight when they had failed.)
In some instances though, the GP's concern for the patient's tempera-
ment was over-ridden by the necessity to obtain specialised expertise.
This next GP was speaking hypothetically .
" ••. You would sacrifice maybe a little emotional factor as
far as the patient's need was concerned if there was a
particular interest that you wanted sorted out. If you
thought that the (sub-specialist) was an absolute swine but
the patient had a pain in the --- ••• you might (refer to him)
if you thought there was a problem to be sorted out." (Doctor 26).
However the family doctors' formulations over the consultants' styles
were not exclusively about the consultant/patient interactions. They also
reflected the doctors' own interactions with the consultants over months,
years. These could be direct (at meetings, in the hospital, in patients'
homes while on domiciliary visits, and socially) and indirect (the tone
of hospital letters and the feedback from other hospitalised patients).
It was clear from the interviews that individual GPs had differing
perspectives about the 'interactional





was due to both the family doctor's personal construct of what were favour-
able attributes in consultants and the amount of contact made with the
hospital clinicians which enabled he or she to 'update' these preferences.
The transcripts also gave the impression that once preferences were
formulated they remained relatively static or routinised. So when a new
appointment was made in a large specialty (that is, with three or more
consultant posts), GPs were sometimes slow to review their preferences.
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This next group of quotations illustrate the routinised pattern in
many of the interviewees' consultant choices within certain large
specialties. (The doctors spanned a wide age range.)
" •• , I would think it is a question of habit as much as
anything quite honestly. I happen to know one of the ----
people a lot better than I know the others and I tend to
refer them to him ••• " (Doctor 8).
"And I suppose most of my work would go to the senior con-
sultant (in one large specialty) because he and I have sort
of grown up together in the place ••• " (Doctor 14).
"I do tend to stick to one consultant. I mean in ----, I
send nearly everything to X because I know him and I've had
more contact with him •.• " (Doctor 15).
"I think one gets, just as the same with drugs honestly, one
gets into patterns. One gets into a set form and one refers
them to people that one knows, you see like X. I'm almost
completely stuck with him for ---- cases and I honestly
hardly ever bother to refer to anybody else now, not for any
sort of feelings against the others ••• " (Doctor 23).
Another GP also likened referral habits to prescribing habits in that
"one generally sticks" to what is known.
The final group of quotations shows how doctors may not review their
preferences for consultants when new appointments are made within speci-
alties because their current relationships are satisfactory.
"But there are six physicians and I might use two or three urn,
possibly four, but two I never send patients to. In fact I don't
think I know what they look like .,. In fact they are new people,
they're the last sort of additions to the hierarchy ..... (Doctor 4).
"There is a --- specialist too at (the DGH) now but for no
obvious reasons I use him sometimes when I feel that the
waiting list is too long ••. it's just because he's come after
the other two I suppose." (Doctor 22) •
..... and the fact that I wouldn't necessarily refer my patients
to any other people say (a new consultant) is no reflection on
them. It's just that I would think two or three were adequate
and it confuses the issue ••• " (Doctor 8).
Occasionally the obverse situation arose. Three GPs were regretfUl
that they had been unable to personally review their preferences following
hospital staffing changes. They had heard from GP colleagues that some
incoming consultants were particularly amenable. However the waiting times


















other colleagues reviewing their preferences) that the interviewees
continued with their established referral pathways •
3. Acquiring knowledge about new consultants
So, how do GPs learn about the clinical and personal attributes of
individual consultants? To find out more about this process the inter-
viewed GPs were asked if they liked to get to know something about new
consultants before making referrals to them (see the questionnaire in
Appendix 1). Needless-to-say the answers contained differing emphases;
some doctors merely explained how they learnt about new appointments
whereas others described both the sources of information and their own
ways of using this information •
The multi-stage process of acquiring and assimilating knowledge about
a new appointment was well summarised by one doctor:
"We get to hear about him because there is a circular sent
around .,. What often happens then is that one 'phones up for
an urgent appointment and you're told that the three (esta-
blished) consultants cannot see the case for two or three
weeks but "Dr. or Mr. could see your patient next Friday." •••
You then get letters back and if he writes a decent letter and
it seems constructive, then you're inclined to refer people
more frequently and often you might well meet him at meetings
as well and so you get to know." (Doctor 22).
(a) Methods of learning that a new consultant has been appointed
i. Formal notification via hospital circulars. Family doctors were
sent a circular whenever a new consultant was appointed to the survey hospital.
These circulars outlined any special interests of the consultants and his
weekly schedule for outpatient clinics and other activities. Nine respondents
actually mentioned this system but three of these doctors revealed that it
was not sufficient. Two were hazy about whether or not they still received
circulars for each new consultant. (Note that a circular could give details
about two new consultants on one page.) However the second of these doctors
concluded by saying:
"GPs are very bad at reading matters."
The third doctor's criticisms were not aimed at the individual cir-
culars but at the lack of comprehensive information about the full number
of consultants holding outpatient sessions in the survey hospital. He
had prepared his own consolidated list because "There's no real definitive
list of who I s where when".
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ii. Informal channels of information. Often a neW appointment
took over the caseload of a retiring consultant and so the GPs would
receive correspondence about follow-up patients which would alert them
to the presence of the new clinician. Likewise on the inpatient side -
information about emergency patients would be feedback to the GPs from
the new consultant's firm when it was on call. Five doctors commented
about these informal sources of information. Hearsay amongst GP
colleagues was another source:
fire in a smallish community.".
"Reputation of course spreads like wild
(b) Methods of assessing the 'attributes' of a new consultant
i. Evaluations of clinical competence. The GPs seemed to be more
concerned to evaluate the personal qualities ('interactional style') of
the new consultants than to form judgements about their clinical expertise
or competence. And this is understandable. They probably felt that they
were not in a position to make clinical evaluations. As one doctor said
"I think you have to accept that they're competent if they've got the
job". (Doctor 20).
However four doctors did mention that they liked to know where the
consultants had come from and what sort of jobs they had previously held -
two even consulted the Medical Directory. Another long established GP
was guided in his assessments of clinical expertise by the internal
hospital correspondence. (Note that the patients' GPs usually received
carbon copies of letters passing between consultants, and a newly appointed
family doctor also mentioned relying on this source of information.)
"••• nowadays the consultants are tending to be more specialist
than they used to be, and you are frequently finding that one
consultant will get the advice of another consultant ••• So you
tend to find out from letters ..• who is thought to be the king
pin in a particular subject. And then if one has get a (relevant)
patient ••• you may send it to that particular person." (Doctor 5).
It must be emphasised though that the GPs were not generally dis-
interested in a new consultant's clinical expertise. Far from it: they
were keen to learn of the consultant's views about clinical matters.
















ii. Evaluations of personal attributes. There were two more usual
ways of forming views about a new consultant. A GP could take the
initiative by referring new patients to see what sort of response he
received, and/or he could attend a meeting at which the consultant
was present.
A few GPs mentioned that they might send one or two patients as
'guinea pigs' •
"We probably send them a few patients to see how they get
started." (Doctor 30).
"I suppose that one does refer them the odd appropriate
patient ••• " (Doctor 41).
"Otherwise you send a few patients up and see what they do,
like guinea pigs." (Doctor 29).
"It is trial and error really. Very often the new one has no
waiting list so you send patients ••• and then you sit back
and see what sort of answer, result you get back. I mean one
can judge a bit from the letters and what they think and also
one can judge by what the patients have told you about them
Obviously you don't necessarily go completely by what the
patient says ••• " (Doctor 6).
Undoubtedly the most favoured method of summing-up a new consultant
is by actually meeting him or her. Some interviewees were convinced that
it was to the patients' advantage if they were personally acquainted •
Each of these next three doctors were long established•
"I like to meet and know, visualise the person I am sending
my patient to and think this anonymous referral thing is a
bad thing all round ••• " (Doctor 34) •
'~en a new consultant is appointed I like to know (his background)
and I usually like to have a look at him as well, meet him before
sending any patients to him. I think one's duty bound to one's
patients. I don't think it's on to send patients to someone you
know nothing about." (Doctor 12).
" yes, I think one likes to know people ••• It helps everybody.
It makes life easier for the doctors and I think it's a great
advantage to the patient if we do know each other personally •.• "
(Doctor 14).
The usual method of meeting new consultants was to attend gatherings
of general practitioners. The doctors in one large health centre held




















There were of course, other methods of meeting new consultants - on
domiciliary visits, socially or at postgraduate refresher courses. Yet
the chances of this happening in tha first few months after an appointee
had commenced were low for most GPs. (The next chapter shows how domici-
liary visits are relatively infrequent in some specialties.) Even if a I
GP held a clinical assistantship in the survey hospital it did not ensure
that contact would be made with new consultants in other specialties. I
"But it used to be a very good system, and I think it ••• would be
a marvellous idea if it could be expanded into a sort of meal
that people would be quite happy to pay for, to go along and
meet a new consultant." (Doctor 10).
Doctor 10 concluded by saying "The verbal thing is very often (what) you
can remember." and this helps to explain why the GPs so appreciated
these organised events to meet the consultants.
were invited, and another health centre was following suit. Thus nine
doctors mentioned that they kept up-to-date in this manner.
Another nine doctors commented that they used to meet new consul-
tants at a local medical club's meetings. However the club had lapsed
(for organisational reasons) and the loss of a forum to meet these
consultants informally was much regretted by some.
"This was an extremely useful way of talking off the cuff
and getting the chap to talk a little bit about his own
particular ••• views, particular specialty ••• You actu-
ally saw the fellow, and you know you can size up a chap very
often just by looking at him ••• you know perfectly well he'll
go down with a lot of patients just by his appearance ..• " (Doctor
I
So, the transcripts indicate that GPs overall like to form their own
assessments of a newly appointed consultant preferably via a meeting. Until ]
this happens they may not integrate the appointee into their routinised
consultant choices for that particular specialty especially if it is a large ,
""specialty. However, the opportunities for making personal evaluations were
not equally available to the GPs in the catchment area of the survey hospital ~
and this is partly why the GPs revealed differing referral pathway prefer-
ences in the interviews. But there are also organisational reasons for













Availability of Resources and Organisation of Services
This second chapter about the family doctors' knowledge of the health
care system looks at the external constraints on a GP's decision making.
When thinking about ambulatory cases, a doctor will weigh up the patient's
access (distance and available transport) to scheduled outpatient sessions
which may be held at alternative clinic sites; and the expected waiting
times to get first, an outpatient appointment and secondly, when surgery is
anticipated, the subsequent period until admission. In special circum-
stances the doctor may decide to go outside the local referral conventions.
For instance, a patient working outside the district could be referred to a
hospital which was close to his workplace. Or, an extended waiting time for
an outpatient appointment with a particular consultant may prompt the
doctor to request a domiciliary consultation and so reduce the patient's
time lost from work. Again, an anticipated extended local waiting period
for an elective operation may cause a referral to be sent to another
hospital known to have a shorter waiting list. There were examples in the
interview transcripts of each of these less 'conventional' strategies to
obtain specialists' opinions. And these examples often emerged in the
replies to a question which asked what affect waiting times for outpatient
appointments had on referral decision making.
Waiting times for outpatient appointments
Are GPs responsive to the waiting periods for appointments? Do they
make more referral decisions when the waiting time for a certain specialty
is relatively short, and contrarily, does a long waiting time suppress
their referral rates (the supply and demand phenomenon)? Or is it the case
that the referral decision is independent of the known waiting times, this
information only becoming relevant when deciding how to proceed with the
referral.
These were complex ideas to convey in a single question. Furthermore,
many of the interviewees had already mentioned waiting times in the referral
narratives, so often their answers were within the context of those specific
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referrals to individual specialties. There was a follow-up question planned
aLout how the doctors acquired their waiting times information - were the
lists sent out regularly from the survey hospital useful? But in reply to
the main question some interviewees immediately commented about the various
sourCes of information upon which they relied. Thus the following analysis
about waiting times for appointments has been organised according to the
differing frames of reference within which the doctors answered the initial
question.
(a) The referral decision is independent of the waiting times for
appointments
About a fifth of the interviewees indicated in their answers that their
referral decisions are reached independently of the known waiting times for
appointments and this independence is consistent with the findings in the
previous chapter. Some uere emphatic about·separating the referral decision
from the sUbsequent action:
"To refer?" ("Yes".) "I think it never affects my decision to refer a
patient or not, but it does affect my decision whether to refer
privately or not, or at least, as to advise the patient accordingly
•••• " (Doctor 11).
"I am not when I make the decision to refer - the decision and then the










(b) Ways of coping with ·extended waiting times
" ••• if I feel that an opinion is worth having then I would ignore the
length of the waiting list unless it's a matter of extreme urgency "
(Doctor 12).
"Probably it doesn't make, doesn't actually make a
refer or not. If I'm going to refer, I'll refer.
alter is, um, the question of urgency ••• " (Doctor
decision on whether to




Another group of the GPs (about 13) shaped· their answers around the
strategies they used to cope with the waiting times which were, in their
opinion, regrettably long. Again it was clear that they tended
to have preferences for individual consultants within specialties. Thus


















"No it doesn't, because if there is a waiting time for referral
and I think it is urgent, then if X can't arrange it urgently
secretary to secretary, I'll p;o doctor to doctor. So that I tend
to choo,",e the consultant of my choice and then press for an urgent
appointment if necessary." (Doctor 39).
"If I think that um, they should be seen by a particular physician
and it is urgent, then I will ring them up and say "Look I wonder
if you could fit in so and so?"." (Doctor 41).
But the occasional doctor was embarrassed by having to use this method.
These next comments were from two doctors who had practised in the district
for many years:
". •• it's a bit of a nuisance; it takes more time, and one feels
one's being a nuisance to the consultant too, the more telephoning
and so on, but I've never been refused a reasonably early
appointment ••. " (Doctor 14) •
" ••• nevertheless h niggles occasionally going through the awful
business of trying to contact the chap and explain it all. And I
always feel foolish when I'm trying to explain why I'm asking for a
particular patient to be seen early. So often it's rather facile -
it may refer to social things which are not easily appreciated to
anyone actua~ly dealing with the hard facts of physical medicine in
the clinic." (toctor 16) .
Switching referrals to consultants with shorter waiting times was another
strategy mentioned - " ..• and sometimes I will switch consultants in order to
get them seen more quickly ... " (Doctor 34). However, a far more commonly-used
strategy for both urgent and non-urgent referrals was to address the letter
to the Department (of the selected specialty) and let the appointments bureau
or secretaries allocate the referral to the consultant with the shortest
waiting time •
".0. the other way of getting around it is simply to refer to a
department and leave the appointments people at the hospital to
offer the first one coming up irrespective of the consultant."
(Doctor 14).
"But if its sort of something that's relatively urgent but you know
I'm not extraordinarily concerned with, then I would put in just a
general referral - they give you the first free appointment." (Doctor la).
It did seem, though, that departmental referrals (the "Dear Doctor" letters)
occurred more frequently within certain specialties. This finding emerged in
the third r;roup of answers to the waiting times question.
- 64 -
(c) Specialty-"pecific strategies
The l<1reest !Croup of statements about waiting times and referral decisions III
,
were !;peciillty specific. At least 17 doctors talked about how they coped with 11III
referrals to individual specialties when answering the· main question.
Three types of waiting time situations were recognisable in both these
answers and in other parts of the interviews.
i. Specialties with very short waiting times. General surgery was
singled out as being particularly accessible:
"No, in surgery I know that all the consultants see them pretty
quickly. There's practically no waiting list, or a week or two.
So that doesn't matter." (Doctor 40).
Another doctor pointed out that he sometimes took advantage of their
availability.
"Yes. I know that the surgical waiting time is a short one. There-
fore I would refer nore patients to the surgical consultants than
perhaps if their waiting time was SilY three or four weeks, urn, because
it might be possible in certain conditions to get some investigations
done in that length of time." (Doctor 16).
(His actions are ~onsistent with the earlier chapter's finding that some
GPs were inclined to refer as a way of getting around the delays for barium
contrast studies.)
ii. Specialties with lengthy waiting times but having consultants with
similar skills. Two specialties in particular came into this category: ENT
and Ophthillmology. It may have been noted in Table 2 that amongst the week-
long referrals to these specialties were conditions which were 'routine' in
nature, notably hearing aid requests and unconfirmed squints. And some GPs
took the view that all of the consultants within the two specialties were
equally competent to deal with such problems. Thus these specialties were
likely to receive 'blanket' or departmental referrals.
"I left them open ended (to ENT) because ••• they're equally as
good. So I don't mind who they see ••• if you name someone
specific it may be a lot longer before one is seen." (Doctor 18).
This doctor then went on to say "I'm a great believer in knowing
who you're referring to."
"There are only two clinics where usually I don't specify the
consultant - th<lt's Ear, Nose and Throat, and Ophthalmology ...
because the lists are so long ••• Otherwise they are all very
much very personal referrals to a particular consultilnt in mind."
(Doctor 24).

























The GPs in fact, had been encouraged to adopt this strategy. One family
doctor recalled having received circulars from the Ear, Nose and Throat and
the Dermatology departments advising GPs to follow this policy while another
respondent pointed out that the recently re-designed hospital referral letter
form had a clause which said if a specific consultant's advice was not required
then the earliest appointment would be given (see the sample form on pages
95/96). As well, the circulars which were sent quarterly to the GPs just gave
the time spans for each specialty whereas until 18 months prior to the survey,
these circulars had details for every consultant. (There is more about these
circulars on the next page.)
self-limiting conditions or are semi-ambulant. Muscular and skeletal problems
which are referred to the Orthopaedic or Physical Medicine specialties came
into this category*. These problems pose two types of referral dilemmas: there
are patients whom the GPs feel have self-limiting complaints; and patients
(usually with acute back problems) who need traction or physiotherapy to
restore their mobility. (Note that individual doctors may have differing


















First the self-limiting complaints: here the GPs sometimes used the
prolonged waiting time as an incentive to recovery, or alternatively,
abandoned their referral decision •
"I know, for example, that orthopaedic appointments may take me weeks.
I can use that occasionally. The patient, I think, has got a condition
that is going to get better anyhow. Urn, I satisfy the patient by say-
ing "Look you've had a couple of weeks on your back, with your bad back.
I think the time's come now to get a consultant opinion .•• but in the
meanwhile I want you to go on resting ... " With a little luck, by the
time he's even had the letter back from the hospital he begins to
appreciate he's getting better ••• so I'm using the consultan~ opinion
there as a sort of long stop hoping ••• that I can cancel that appoint-
ment ••• " (Doctor 16).
In this next example the doctor was talking about a patient with sciatic pain:
" part of the trouble is that one knows there is a long waiting list •••
From the hospital's point of view and ours it is far better to make an appoint-
ment you don't want and cancel it provided you give them at least a week's
1:
Delayed waiting times for orthopaedic services is a national problem - see the
report of a Working Party chaired by Professor R.B. Duthie which was published
in 198134
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notice ••• " (Doctor 45). Four other doctors were instead, disinclined to refpr.
" In fact there are many orthopaedic would be referrals that I
don't make because I feel that its such a long business that the
chap is either going to be cured by then or one would have to send
them privately ••• " (Doctor 35).
"1 think in some specialties .•• particularly orthopaedics, there is
a vast waiting list - something like a knee which may very well get
better before the three months or whatever. Then I think sometimes
one is put off referring for this reason." (Doctor 38).
The second group of patients whose referral decisions are affected by
prolonged waiting times are the semi-ambulant whose conditions are not so
serious as to warrant inpatient admission. None-the-less they are distressed
by perhaps back pain and their doctor feels that they need a specialist's
assessment. There are two courses of action (apart from private referrals)
available to the GP - domiciliary consultations or referral to other
hospitals - as the following quotations illustrate.
" there are ways around it aren't there? I would (if) I have a
patient with bad disc trouble and I know if I refer them I will have
to wait 8 weeks and I don't'l:hink in all honesty, this bloke's off
work and he can't wait 8 weeks, then I will ask for a domiciliary
visit and he'll been seen in a fortnight." (Doctor 42).
"If I get somebody with an orthopaedic problem say, I may very well
suggest that they see an orthopaedic surgeon and arrange it for him
in an area (elsewhere) .•• " (Doctor 14).
However, it is important to emphasise that the survey GPs probably did
not resort to these strategies very often as the later sub-sections demonstrate.
(d) Sources of information about the waiting times
The circulars sent out quarterly from the survey hospital and feedback
from referred patients were the two sourceS of information about waiting














1. Quarterly circulars. The doctors appreciated receiving the hospital's
circulars but they were not very dependent upon them hence their poor judgement
of how frequently the circulars were sent out.
"Yes this so. We do get usually a monthly bulletin on the length
of the waiting list for the various consultants and to a small
extent this does influence us ••• " (Doctor 12).
"If I have to think about gynaecology or medicine I do take notice


























Moreover they were somewhat critical of the format of these circulars.
As noted previously, the lists had traditionally given the routine new appoint-
ment waiting times for each consultant but at the beginning of 1977 this policy
was changed. Thus the entries just gave the time span for the consultants
within each specialty: for example in June 1978, the waiting time for Ante-
natal appointments in the survey hospital was 2 - 6 weeks.
Many of the GPs regretted the loss of the consultant-specific information.
Indeed, a few were indignant about the revised policy.
" to me this is absolutely useless information to say that ENT
waiting lists are 6 weeks wait because this is an average of four ENT
surgeons and someone will be 12 weeks and some will be 6 weeks. Now
I want to know who is 1 week, 6 weeks ••• because, if I am going to use
this data for my referrals then obviously ... I want ••• to put less
pressure on the chap whose got 12 weeks." (Doctor 43) •
"The lists they dish out. Urn, useless I should think because they
don't put each consultant down. They put down "Medicine 3 to 13
weeks." Now I know which one is 3 weeks and which one is 13 •••
So unless you know that it's useless." (Doctor 29) •
Apparently the reason for changing the waiting times layout on the
circulars was the belief that GPs collectively were switching their referrals
from consultants with extended waiting periods to those with short periods
within a specialty. And it was possibly felt as well, that individual family
doctors might be taking advantage of short periods by making 'excessive'
referral demands. Thus a consultant could quite quickly become swamped with
new referrals after a circular had been sent out .
Certainly the transcripts confirmed that switching between consultants
did occur as indicated in the two preceding extracts and in further comments
such as:
"It was more helpful when they detailed the individual people, then
if somebody had a short waiting list and somebody else had a long
one then you would know which could see them first." (Doctor 35).
But, as was shown in the previous chapter, GPs have differing preferences
about who sees their patients. Some are prepared to accept the opinions of
any of the consultants within certain specialties hence their use of the
blanket "Dear Doctor" referrals to overcome waiting time difficulties. In
contrast, there are doctors who prefer to exercise their own judgements about
who should see the patients whenever possible. This is implied below.
"It doesn't affect it so much because I know er, who I want to refer
it to and I know roughly what their waiting time is." (Doctor 17) .
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.. I would take the view that if it isn't particularly urgent, if
the patient wants the opinion that I consider a good one they are
just going to have to wait for it." ( ..... If it is urgent then I
will ring them up ••• ") (Doctor 41).
Involving the patients in the referral decision making is another reason
why doctors might like to select the consultants themselves. A small number
of doctors mentioned that they forewarned their patients about the probable
waiting periods to see Mr X or Dr Y.
....Well look here. This hernia of yours is a bit of a nuisance. You
can still do your work with it. Unfortunately there is a wait before
you are going to be seen, not too bad ..... (Doctor 26).
....This is not an urgent matter, it's a question of waiting perhaps,
even if you wait two or three weeks, or six weeks, I'll be quite
happy..... (Doctor 4).
ii. Patients as sources of information about waiting times. There were
also a few comments in the transcripts about patients conveying information
on waiting times which was more useful than the hospital circulars. But some
of these statements may have been prompted by exceptionally delayed appointment
























"Occasionally one is surprised ••• One of my patients got an appoint-
ment 9 months after the letter went off ••• I was a bit shattered at III
that, but on the whole one's got a shrewd idea of how long the patients Ili
have to wait." (Doctor 22).
"You know when a patient comes back and complains to you that they're
not being seen until Christmas when you only saw them last week you
know. So you have a good feeling of how things are going." (Doctor 23).
Now, there are two reasons why patients should be even more reliable
'barometers' of the fluctuations in the waiting times. First, the hospital
circulars are produced only four times a year, and a consultant's holiday
or leave of absence can ra pidly change the balance within a specialty. (It
was for this reason that some doctors thought the circulars were too
infrequent. )
The second reason relates to the practice adopted by many consultants in
the survey hospital of reading their incoming personally addressed referral
and transfer letters so that they can assess the urgency of each case. (This




































the lIlid-l'J'!Os. Tt" dim w."; to l'"tioll the IlllmbeI' of new p"t.lent'; (Cl'
re fer'l'al:~ .::lnd consultant transfers) seen in pach outpatient session and
the reason for maintaining the practice was the desire to have sufficient
time to give these patients a thorough work-up.)
At least six of the interviewees were aware that the
consultants were screening the referral letters. One general prac-
titioner commended the system and he went on to describe how the
responsibility for obtaining reasonable appointment bookings lay with
the GPs and their referral letter writing.
"If you write "Dear Dr. So and So, here is Mrs. Such and SUCh; she has
got chest pains. Please will you see her.", you will get a 12 week
appointment. That's your fault. But if you write and tell him that her
blood pressure is such and you've had certain blood tests done and she
obviously has got heart disease, then you are much more likely to get an
appropriate appointment ••• "As ye sew so shall ye reap!"" (Doctor 45).
The above quotation was about medical referrals and it is interesting
that while the waiting times for many specialties were singled out by the GPs,
there were virtually no spontaneous comments about general medicine. Even
a later interview question about medical appointments did not produce criti-
cal comments and yet there were delays for routine general medicine referrals.
For example, the circular which was sent out near the end of the interview
fieldwork listed the waiting periods as 4-8 weeks in the DGH and 8-9 weeks
at two of the three peripheral clinic sites .
The consensus of uncritical opinion may have been the direct result of
the general physicians screening their referral letters. The First Report
showed that not only did these consultants classify the incoming letters*,
they also saw 80 per cent of the patients within the waiting time periods
indicated in the circulars (1-8 weeks at the DGH and 4-8 at the peripheral
clinics). The remaining 20 per cent were seen by 12 weeks and there were at
least two reasons for the extended delays. One was the inevitable gap between
the date of the GP writing the letter and the consultant reading it, and the
other reason was the occasional postponement of inconvenient appointments by
patients*'~.
*In the First Report it was found that of the 261 referral letters which were
classified by the four general physicians, 52 per cent were considered to be
routine, 21 per cent as semi-urgent, and 15 per cent were urgent (to be seen
within one week to ten days) and the remaining 13 per cent were booked to
have special investigations done prior to being seen in outpatients.
*i.It was not uncommon to find on the clinic sheets four or five revised bookings
per outpatient session and they applied to both review and new patients.
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2. Referrals to alternative clinic or hospital sites
When deciding on the pathways for their referrals the survey GPs could
exercise geographical options. Those practising in towns in which peripheral
outpatient sessions were held by certain consultants based in the survey DGH,
could ask to have their patients seen either in the hospital clinics or at
the peripheral sites. GPs with patients living on the boundaries of the
catchment area were making choices between alternative district hospital
services, while all the surveyed GPs could refer patients to hospitals in
other centres (notably London). .,
.I
(a) Peripheral outpatient clinics j
.,
..
Peripheral clinics were held in three towns located 7~ miles, 9 miles and
10 miles respectively from the survey DGH. General Medicine, Physical Medicine, ~
General Surgery and Gynaecology clinics were held at all three peripheral sites; ..
and Orthopaedic Surgery and Mental Illness sessions at two sites. The fre- ..
.Iquency of the sessions did however, vary between sites - they could be weekly,
fortnightly or monthly.
As two of the three peripheral towns had relatively elderly populations
(25 per cent or more being 65 years and over), it was far more convenient for
these referred patients to attend at the local clinic. The return bus fares
were about £1 (in 1978) while the ambulance journeys were uncomfortable and
long because the vehicles picked-up as many patients as possible en route. So
almost all the interviewed doctors working in these three towns tended to send
patients to these peripheral clinics whenever possible.
There were though, constraints to their policies owing to: the waiting
times for appointments at the alternative sites; the limited investigatory
facilities in the local clinics; and the attributes of the consultants who
undertook the peripheral sessions. Just over half of the interviews were
held with doctors located in these three towns, and one or more of these
constraints was mentioned by almost all when discussing their use of the
peripheral clinics. But no one else summed them up as succinctly as
Doctor 24.
..
"It depends on a good many factors... each decision is a balanced one, III
on the patient, on the condition, on the time interval they might ~


















i. Waiting times for appointments at alternative sites. In the
three quarterly circulars sent out during the interview fieldwork, the
waiting times for peripheral appointments exceeded the DGH time periods
in an average of five out of 13 peripheral clinics (over five specialties) .
There were of course, fluctuations between specialties but certainly it
was common for an individual consultant to have a longer appointment delay
for his peripheral clinic than for his main clinic.
The GPs seemed to react differently to these local waiting times just
as they did to the survey hospital's appointment delays described in the
previous section. Some discriminated between sites for both urgent and non-
urgent referrals:
"If they're obviously going to wait longer at (Town -) than they will
at (the DGH), then one would refer to the shorter waiting list."
(Doctor 24) •
"I try and find where the er first appointment would be hoping that
it would be at Town - rather than (at the DGH) "( Doctor 3) •
"Given the choice nearly every patient would prefer to be at
(Town -) but they can't ••• because ••• unfortunately ••• the waiting
list is far too long.... So we send most to (the DGH)." (Doctor 42) •
Other doctors just discriminated between sites for the more urgent cases.
"Waiting time sometimes enters into ••• if I refer to the (Town -
clinic) and I ring them up for an appointment and they say "No can
do. ", I will then switch to the (DGH) and see if they can do better.
But urn, for an ordinaryoold case I just bung the letter in the post
and wait for the patient to object." (Doctor 9) •
of the three peripheral clinic sites had the back-up of an x-ray unit capable
of taking plain films of the body apart from the skull and sinuses. The radio-
graphers' three sessions weekly coincided with the Physical Medicine,
Orthopaedic, Chest Diseases, General Medicine and some General Surgery
clinic sessions. There were also very limited x-ray facilities in another
of the three towns (extremities only). So all contrast media examinations
and two-thirds of the plain film examinations of patients resident in the
three towns were performed in the Radiology Department of the DGH (see
Appendix 3 of the First Report). No pathology work other than testing urine
was done at the three peripheral sites but each had a specimen collection
service. ECG machines were available at two clinic sites. There were
however, physiotherapy departments in each of the towns although the GPs did




ii. Limited investigatory facilities in the local clinics. Only one
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..
-Yet only two out of the 24 peripheral-town doctors actually mcntioned
the limited facilities as being a discriminating factor and it even seems
likely that they were talking about special investigatory facilities rather
than routine investigations. Doctor 42 remarked that "they can't get to
(Town -) because ••. they don 't have the necessary accompanying facilities",
while Doctor 36 summed up by saying "Lets put it like this. Where further







Perhaps the infrequency of these comments was to be expected and for
two reasons. First, the types of facilities described above (radiographs,
pathology work and ECGs) are activities which the majority of the peripheral-
town interviewees were doing routinely anyway in their pre-referral workups.
..
(The First Report showed that doctors practising or about to practice in health
centres were more likely to write referral letters containing investigation ~
III
results than doctors in conventional premises. And nine-tenths of the incer-
viewed peripheral-town doctors were either in health centres or about to move
into.one. )
The second reason applies when a GP anticipates that the patient will
need a special investigation such as endoscopy or cardiac screening. He or
she will then consider a different discriminating factor: which consultant is
most appropriate for this patient?
iii. The attributes of the consultants holding the peripheral sessions.
When considering the attributes of the consultants the GPs were judging two
criteria. On the one hand they were conscious of the special clinical interests:!
of individual consultants, and on the other, they were concerned that the
personal style of the consultant would be amenable to the patient. (This
theme was discussed more fully in the previous chapter.)
..
As noted earlier, the general physicians had the most clearly defined speci.t
interests. (Consultants in other specia1ties may have also had particular
skills in, for example, peripheral vascular surgery, but these were rarely
referred to in the interviews.) Thus the three consultants holding the peri-
pher'Jl ger-eral rr.edicine clinics had special expertise in gastroenterology,
neuro10gy/immuno10r,y, and cardiolOgy, and the fourth general physician was































physicians were competent to deal with general problems such as hypertension,
headaches, epigastric discomfort, etc. So the peripheral-town GPs were
likely to refer these general problems to the consultant holding the local
clinic, while the more specialised problems went to the sub-specialist and
usually to his DGH clinic. These next quotations are just a sample of the
doctors who made this point.
"Ah well, you see, the medical people have their own special interests
as you may know, perhaps more than the surgeons. So for instance, if
one had someone with say problems with their heart, they would go to
Dr A ••• if they've got problems with the bowels they would go to
Dr B whether he did a clinic sessions here or no. And again
Dr C is interested in various other things. So I suppose 50 per cent
or more of the medicine will go to a consultant who is interested in it.
The rest will go therefore to Dr - (at the local clinic)." (Doctor 30) •
"Dr - comes here and I send most of the medical stuff to him. This
particular chap I sent to Dr A because this is a hypertension and
cardiology problem so he went to him because I know he's interested
in this line." (Doctor 17).
"Well it's balanced against this patient's interest as well - whether
he'd rather go and see Dr - at (the local clinic) even if he has got
something which somebody else might have a special interest in, because
he might prefer not to go to (the DHG)." (Doctor 20) •
Only one doctor said that he left the screening of his patients to the local
consultant - "Oh well, generally if Dr - gets flummoxed (with a cardiac case)
he sends them off to Dr A." (Doctor 9).
Were any effects of these sifting processes for general medicine evident
in the hospital-based statistics? The following figures have been reproduced
from the First Report and they do in fact, confirm that the GPs were discrim-
inating between clinic sites according to the special expertise of the
individual consultants. The higher 'attachment' figure for Town B was due in
part, to the local population being heavily weighted towards the elderly
(30 per cent were over 64 years), coupled with a 9-10 mile journey to the DGH •
(There are also discussions in the First Report about the disease groups of
the patients seen in the peripheral clinics, the investigations performed, and
the reattendance/discharge decisions made.)
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%of all new General Medicine
patients referred to:


















Family doctors' opinions about the personal styles of the consultants
holding the peripheral clinics were far more idiosyncratic to the individual
GP. When comments were made they usually expressed admiration - "Fifty per
cent I send to X mainly because I know him and I like him.", or "He's an
easy personality to talk to, he's very good.", or "I like to use Y, again
because I like Y's views and his modes of action.". (These were doctors
talking about different specialists.) However one interviewee indirectly
hinted at the dilemma that could face a GP if a consultant holding local
clinic sessions was not held in high esteem.
"Well now; of the (consultants within a surgical specialty) only one
comeS to the local clinic. I think he's the best one. I mean if I
needed any work I'd go and see him. It would be a different matter
if I didn't think ••• " (Doctor 30).
(b) Alternative district hospital services
For patients living on the boundary of the survey hospital's catchment
area their spatial accessibility was the main criterion when selecting clinic
sites. It was not just a question of which district hospital's services were
closer in terms of geographical distance. Rather the question was "Which site
is easier for the patient to reach?". For example patients might choose to
travel 10 or more miles on a single bus journey rather than half this distance
but using two buses. So within a geographically dispersed rural practice it
was possible for patients living in villages close to the main arterial roads
to identify with the more distant DGH whereas patients in the heart of the
countryside would choose to go to the closest hospital facilities.
A second criterion mentioned or hinted at in some of the interviews
with doctors in dispersed practices was the GP's own familiarity with the
alternative hospital systems. These doctors tended to identify more closely
with a particular DGH - in this case the survey hospital - and indeed, one
doctor was anxious that zoning would never be enforced. (The psychiatry





" on the whole we use (the survey hospital) from this (part
of the practice) for over 90 per cent of our hospital referrals.
This is largely traditional. We have always done it although in
fact there are hospitals which are just as near ••• " (Doctor 34).
"Well I like going to (the survey hospital).
way I like sending everybody (to it). Now,
exceptions ••• " (Doctor 15).
If I'm given my own







Doctor 15 then explained how the exceptions to his generalised use of
the survey DGH Were due to a third criterion of appointment waiting times.
These were shorter in one nearby hospital for certain consultants
who also held sessions in the survey DGH. Other doctors likewise mentioned
waiting times and in some localities the nearby district hospitals were less
favourable than the survey DGH.
Doctor 15's practice was in fact adjacent to three separate district
hospital systems but the third he rarely used. "X Hospital I don't send
to, mainly because I really don't know the hospital, I don't know the people
there." And this reluctance to use unknown consultants was conveyed by
other doctors when they were talking about referring patients to London and
elsewhere •
(c) Use of hospitals elsewhere in England
In the interviews the GPs were routinely asked if they referred patients
to hospitals away from the local area, and the person who answered "Oh yes,
I send a lot of patients to London.", was a rare exception. Again and again
the GPs replied:
". •• not a great deal because fortunately we get very wide and
comprehensive competent cover from (the survey hospital)." (Doctor 31).
"Well no, virtually no." (Doctor 17).
"No, mostly use local ones unless there's every good reason not to."
(Doctor 20).
"Not very often but I do occasionally. Not very often these days."
(Doctor 9).
"No very rarely .•• I think highly of the staff at the (survey
hospital) •" (Doctor 39).
A few doctors actually estimated the frequency that they made out-of-town
referrals: once fortnightly (25 per year) by one doctor, and 1 to 6 per year
or 1 per cent from five doctors. The infrequent occurrence of these decisions
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was supported by the week-long referral data described in Chapter 1. Of the
251 referral descriptions fewer than 15 (that is 5 per cent) were sent to ~
distant hospitals and not all of them went to London.
There were two groups of circumstances which could give rise to patients
being referred elsewhere. The first group were decisions initiated by the
patients and the second group were doctor-initiated decisions.
i. Patient-initiated decisions. Patients' requests were motivated
by different reasons. Requests for a second opinion was the type most often
mentioned by the GPs. Eleven doctors spoke about this and often they shared
their patients' views.
"Sometimes because they've been through a department here with
some chronic problem and we're just not getting anywhere." (Doctor 14).
"Most of those I send to London, by the time they've got that far
they've usually run out of folk at (the survey DGH)." (Doctor 13).
"It is usually the cases that (the survey hospital) has tried at
and have in my opinion not succeeded as well as they might, or in
the patient's opinion have not succeeded as well as they might."
(Doctor 22).
If a GP decided to refer someone who was a commuter to London, then the
patient or even the doctor might suggest choosing a hospital near the patient's 11
workplace. Comments similar to the following quotes were made by nine doctors:
"Yes I use them (London hospitals) if the patient requests ••• for
instance if they work up in London and they insist or request to go
say, to the Middlesex." (Doctor 23).
"I often will ask a patient if they are working in London the nearest
hospital and we will use this ••• " (Doctor 28).
Another reaSOn for using London hospitals was to get around the
outpatient waiting times problem.but this was usually to quell the patients'
anxieties. As one doctor explained "It isn't so much the patients who are
dissatisfied with what's going on (locally); it is nearly always the patients
who would like to have an earlier appointment, who can't afford one privately
but who can afford a trip up to London, and you hope that it's just going to
be for a single trip for an opinion and finish." (Doctor 16).
Other doctors used London hospitals because the waiting times for certain




Finally, the doctors were responsive to patients who had either previously
lived in London or attended a London teaching hospital and wished to be
referred back. Also there were long standing local residents who held the
teaching hospitals or Harley Street in high esteem and they preferred to
attend these as private patients if necessary.
routinely because the London waiting times could fluctuate and furthermore,
many patients were not willing to be distanced from their families. Two
doctors made this identical point:
"Most people set a great store that their husband or their mother
can't get to visit them even although they are going to be in
hospital for precisely four days ••. So they would rather wait a
year and go into (the local DGH). But you find the articulate
middle class sort of person ••• that sort of person who tends to
want everything done yesterday ... they're quite prepared to
go up to London." (Doctor 37) •
when GPs actually chose (within their own referral decision making) to send
patients to specialists in London and elsewhere. And those patients were
likely to have relatively rare conditions for which there were no well
developed local services, (for example tropical diseases, genetic counselling,
AID, and plastic surgery.) Doctor 41 conveyed the spirit in many of the GPs'
replies •
"I send them up to London for three reasons.
1. Because I particularly want the opinion of a particular man.
This happens probably very rarely, but you know, just occasionally












Neurology was the only specialty about which the GPs tended to make
specific comments. There was no Neurology specialty in the survey hospital.
Instead, a visiting neurologist held a weekly outpatient clinic but the GPs
could not refer directly to him. Patients with neurological symptoms had
to be referred first to a general physician*.
A few GPs found this policy irksome, and one respondent offered two
reasons for choosing to refer some neurological problems direct to London.
"Because we like to be able to choose to be in direct contact with
the neurologist and not through somebody else .•• It's tough on the
patient as well. Why should they go and wait through another
outpatients unnecessarily." (Doctor 14).
t,
Note, that this policy is being reviewed in 1981.
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On the other hand, there were interviewees who were quite ambivalent about
the neurological referral system and likewise about not having open access
to encephalography (EEGs). (Only hospital clinicians could order this
investigation. )
Which London hospitals were the doctors likely to choose? There were
some references to the post-graduate hospitals - for example St. John's
(dermatology); Queen Square (neurology); Moorfields (ophthalmology); and
the Maudsley (psychiatry). More often though the referrals went to the
undergI'aduate teaching hospitals, mainly to Guy's, St. Thomas's, King's,
Middlesex and The London.
At least six GPs tended to use the London hospitals in which they
trained, whereas two doctors who had trained elsewhere disclaimed sending
many referrals to London partly because they lacked sufficient knowledge.
(This is in line with Doctor 15's statement about using alternative local
hospital services (page 75)).
". •. I can't think of the last time I referred one ••• I don't know
them very well up there. And I'm a great believer in knowing who
you're referring to because it makes a lot of difference:' (Doctor 18).
"A few in London; you know occasionally but
know anybody really in London particularly.
large. " (Doctor 27).
not very often. I don't
It's pot luck by and
It may seem surprising that such a relatively small number of referrals
are being sent to London from the survey area, especially as estimates of
cross boundary flows have been integrated into the resource allocations
calculations for the London health districts 35. This 'attachment' of the
GPs to the survey DGH was not always so strong. However in the last
few years the hospital had developed new services staffed by highly competent
clinicians and this trend was applauded by many of the GPs. For example,
in cardiology not only were new patients being sent almost exclusively to the
survey hospital, but also old patients who had initially gone to London









The interviewees were asked in what circumstances would they request a
domiciliary consultation, and there seemed to be two groups of circumstances
when domiciliary consultations were undertaken. For the first group the GPs
took the initiative to request the consultants to carry out a domiciliary
visit whereas for the second group, the GPs contacted the consultants or
their secretaries to ask if the patients could have an urgent outpatient
appointment and were offered instead a domiciliary consultation. It was also
clear from the interviews that GPs' rates of domiciliary consultations were
varied just as the outpatient referral rates differed although there was no
way of finding out if a relationship existed between the two rates. Psychiatry
and Geriatrics (although to a lesser extent) were singled out in many of the
interviews and so they will be dealt with separately at the end of this
discussion.
(a) Types of domiciliary consultations which the GPs initiated
Overall, the GPs spoke of numerous circumstances in which they would
request domiciliary visits. However there were patterns in their
descriptions •
doctors mentioned how occasionally they found it desirable to have a
consultant confirm that hospitalization for a dying patient would be
inappropriate since nothing further could be done in a curative sense. The
family was thus fully reassured by this collaborative decision. One GP when




i. Patients for whom further investigations would be inhuman. Five
"It's a lonely life sometimes in general practice, one doesn 1 t like
to say "We will do nothing." without having gone to another person
and then satisfying everybody • ••• A person who you think has an
inoperable carcinoma and you feel it couldn't be touched ••• get the
consultant out and discuss it with the family and it is nicely tied
up. Everybody knows where they are. It has been done in a nice
homely way, the patient has been spared too much investigation by the
hospital ... " (Doctor 44).
ii. Patients for whom waiting around outpatient clinics would be
inhuman. Again five doctors spoke of occasions when they had patients who
could actually attend the outpatient clinics but as their overall health state
was so poor such a visit could be an uncomfortable or distressing experience.
What these doctors wanted from the domiciliary consultation was advice on
further management.
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"The patient is alone often, an elderly infirm person that one
doesn't really want to have hanging around the hospital in
outpatient departments." (Doctor 44).
Specific examples of such decisions included: a lady w'th ulcers of the
ankles owing to an arthritic hip and who was pretty immobile; a lady with
ascites caused by carcinomatosis affecting her spine which made sitting
around painful; and a man with an artificial leg and obstructive jaundice.
iii. Patients who are acutely ill but inpatient admission is not yet
warranted. This was the most frequently identified circumstance giving rise
to domiciliary visit requests in the interviews. Yet some GPs disclaimed
using domiciliary consultations for this purpose and their answers therefore
confirmed that doctors have differing thresholds in their decision making
about admitting patients just as outpatient referral decision making is
idiosyncratic.
Seventeen doctors explained how they requested domiciliary consultations
for this purpose, but there was a further division in their answers. Some
were seeking help mainly when establishing a diagnosis whereas the majority
usually wanted guidance on management about a fairly confidently held diagnosis
or advice about moving an ill patient. First then, some transcript examples
of doctors wanting diagnostic help:
"It usually arises where I've got a patient who is not actutely ill but
is far from well •.• In other words they're not sufficiently ill to
need to be in hospital but they're not sufficiently well to be hanging
around home too long if I've missed the point in diagnosis." (Doctor 24).
" ••• where I'm unsure about the diagnosis and where if one diagnosis
is come to, then hospital admission is vital to them, in other words
life saving to them ••• " (Doctor 26).
"For medical domiciliaries they tend to be the complicated ones ••• the
ones where I'm not sure what the diagnosis is, that I'm concerned about
but don't think they warrant going in absolutely immediately." (Doctor 18).
This last doctor also pointed out that he' wanted an 'expert' opinion whereas if
he admitted the patient then the first assessment would be made at the junior
houseman level.
Examples of GPs needing help or moral support in managing acutely ill
patients make up this second set of quotations.
"Well the answer really is I think in someone .• , that you can cope with
at home but there is anxiety about them either your own or very often
relatives •• , the elder person who has had a bit of a heart attack .••
And I think really a domiciliary then you'll be getting in the consultant
just to give you a little moral support." (Doctor 31).











Doctor 10 explained how he managed certain of his coronary patients
according to his clinical judgement and backed-up by cardiac enzyme tests
there and then on the spot for you.". Another doctor likewise made this
point and neither had a practice ECG machine. Also neither were in
practices with two or more partners with full lists.
a consultant out ••• he can do an ECGIII
..
and the assurance that 'expert'
leave him in his bed and invite









In contrast however, a third doctor who again treated "quite a few
coronaries at home" found he was asking for domiciliary consultations less
often because his medium sized group practice now had its own ECG machine.
"It depends on the relatives' attitude. You know, you can probably
say its a coronary on the clinical diagnosis ••. and treat them at
home if they aren't too ill. But occasionally of course they get
a bit worried and so we'd get a consultant in to do an ECG on them •
But now we've got one (ECG machine) there's less of that." (Doctor 30) •
The GPs' differing thresholds for requesting domiciliary consultations
vis a vis admitting patients are emphasised in these next two extracts. The
first doctor conveyed a diffidence in arranging medical admissions whereas
the second doctor sounded assertive and he was even critical of his peers for
using domiciliary visits to get admissions arranged.
"Well ••• the patient is ill and clearly deteriorating ••. but you
don't feel has reached the stage of requiring an acute medical
admission. You can't in all honour ring and say "Look this chap
has got to come in today." (Doctor 37).
"••• Without saying I know all the answers, far from, I've been in
practice long enough to know when a patient requires hospital
admission or outpatient treatment, and if I feel somebody requires
admission I don't have to rely on the consultant to come out and
say "Yes he requires admission.". And this is sometimes, it seems to
me, a reason for getting people out. Trying to get an acceptable
admission, but I don't see any reason why one shouldn't be as
straight forward as possible and get the admission." (Doctor 4).
(It must be added that expressions of diffidence, or assertiveness about
arranging inpatient admissions were evident in other transcripts. Moreover,
these expressions are in accord with the point made in the section on
barium studies about doctors having differing levels of confidence in their
own clinical judgement (see pages 32/33).*)
~,
A consultant cardiologist has written that in his experience "general practi-
tioner~ are not always good at deciding between admission and urgent out-
patient appointments." Pulmonary oedema and rapid atrial fibrillation were
two problems for which domiciliary visits could be beneficia136 •
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But is it really true that GPs are using domiciliary visits as a means
of getting acceptable admissions for acutely ill patients? Data from 22
visits by three general physicians during the three-month outpatient survey
suggest otherwise. Fewer than one quarter of these visits (five) resulted
in admissions being arranged (three patients were admitted for investigation,
one for observation and one needed treatment). A further patient was gastro-
scoped on a day surgery basis. The others (three of whom had had myocardial
infarctions) remained in the GPs' care with guidance having been given about
either further investigations to confirm the diagnosis, or management. This ..
sample, although tiny, suggests therefore that general medical domiciliary
visits do not inevitably result in inpatient admissions*.
iv. Immobolised patients needing hospital treatment who are not
acceptable admissions. At least seven doctors mentioned using domiciliary
consultations as a means of getting treatment for patients suffering from
prolapsed discs.
11 ••• in acute episodes for instance, ••• where somebody's slipped a
disc and what you need is to admit them for traction. We can't admit
directly. They won't accept that an acute prolapsed disc is an
emergency. So generally the consultant comes out and says 1I0h yes,
you're right. We'll take this person in for traction. 11.11 (Doctor 7).
'~ell if I had somebody with a bad lumbar disc and I thought might
need traction, I can't order that so again they have to see
(Consultant X). 11 (Doctor 19).
Cases of polymyalgia rheumatica were also coped with in this way.
(b) Domiciliary consultations as an alternative to outpatient attendances :I
As part of their answers to the question about circumstances, 17 GPs men-
tioned having been offered (by a consultant or his secretary) domiciliary visits ::l
instead of outpatient appointments for urgent or semi-urgent patients. The next
two quotes were typical.
IIYes occasionally a consultant will say to you 111 just can't fit this
patient in. The clinic situation is hopeless but I quite happily will
see the patient at home. lI , and if the condition of the patient justifies
this, he's seen on a home visit. 1I (Doctor 12).
,~
A 10 per cent sample of domiciliary consultations carried out in the South
East Metropolitan Region during 1967/68 showed that (a) individual GPs
appeared to have differing request rates; (b) fewer than one-third of visits
resulted in immediate admission (one-fifth for general medicine); and
(c) consultant geriatricians did far more domiciliary visits on average















"Urn. another way is if I phone up the secretary and ask for an early
appointment and find that it would be easier and quicker to get a
domiciliary done, I would do it like that but not if the patient
were fully mobile •.• I'm very much guided by what the consultant
feels about. If he prefers to do a domiciliary, and it fits in
better with him, then I would do it like that." (Doctor 11).
Orthopaedics and Physical Medicine were the specialties most frequently
mentioned (and it will be recalled that these two also had the longest wait-
ing periods for routine outpatient appointments (see page 65». Gener~l
Medicine and Paediatrics were identified as well but in very few answers.
The majority of these seventeen respondents conveyed the impression that
they were aware that other doctors might not feel this type of domiciliary
consultation to be an appropriate use of the service. Some interviewees
actually made this point whereas others' personal feelings were ambivalent.
These internal conflicts were also evident in some of the comments made about
psychiatric domiciliary consultations (see below).
(c) Psychiatric and Geriatric domiciliary consultations
The transcripts about psychiatric and geriatric domiciliary visits
provided the clue to a puzzling finding in the week-long outpatient referral
data presented in Chapter 1. Only six psychiatric and five geriatric out-
patient referrals were mentioned by the 43 GPs when they were describing their
previous week's decisions. These were surprisingly low figures compared with
the other specialties (Table 1 ).
One doctor provided the psychiatry explanation. He had been talking about
a man with a long history of depressive illness who had received a lot of
support from his wife and from weekly/fortnightly visits to the surgery.
Suddenly a crisis developed and the patient spent most of several nights grip-
ping his wife's hand in fright.
"Here's a man who I d been ill for quite a long time. He certainly had
become worse. But if ••• I'd been able to refer him to a psychiatrist
with, shall we say, only a one to two weeks delay in that appointment
coming up I probably could have been able to manage. As it was the
delay is ••. nearly always over three weeks. That (means) you can only
get patients seen on a domiciliary basis." (Doctor 16).
This quote revealed that many psychiatric referrals are of an urgent
nature having been triggered by a crisis, and so delays in obtaining specialist
help will be unacceptable to the patient, the family, and the GP who has
probably supported them over a period. And it seemed that as the psychiatric
outpatient service was overtaxed in the survey area the consultants were tend-
ing to see urgent cases on a domiciliary basis, hence the relatively low
psychiatric figures in the week-long outpatient data. (Note that this dis-
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cussion excludes acutely disturbed patients whom the GPs believe should be
treated under Sections 25 or 29 of the Mental Health Act, 1959.)
Further evidence that there is usually a sense of urgency about psychi-
atric referrals was contained in the descriptions of the six outpatient psychi-
atric cases in Table 1. Only one was routine - the patient required medical
certificates. Four were re-referrals of patients with histories of reactive
depression, alcoholism, attempted suicide and anxiety neurosis and three of
these patients had been supported by their GPs through the current crises.
The last patient was having a 'nervous breakdown'.
These conclusions about the immediacy of psychiatric referrals are also
in accordance with the findings of Morgan22 who interviewed doctors and pati-
ents (see page 45). He observed that the majority of psychiatric referral
decisions were reached only after the GP, the family, and the patient had
struggled for a period to contain the situation. And the decision itself may
have been precipitated by a crisis which made the GP realise that he or she
could no longer cope*.
The proposition that geriatric referrals also tend to be immediate prob-
lems which the GP and the family, neighbours or nursing staff in Part 3 accom-
modation can no longer contain, was crystallised in this next quotation.
"Because you happen to care about your patient you keep them at home
longer than you should. But suddenly a crisis arises and you want
to get them in: you cannot get them in at all ... I found it certainly
the case that if I get a domiciliary very often I get the patient in
the next day. But if I write I know that it is going to go on for
months ..• " (Doctor 40).
Yet while the GPs' desired outcome for most geriatric domiciliary consultations
was either inpatient admission or treatment on a day hospital basis, they were
well aware of the geriatricians' restricted resources bed wise. Doctor 26
produced a particularly evocative description of the dilemma which can confront
both the family doctor and the geriatrician:
"I occasionally use it ••• I know the chap and he know's exactly what
I mean when I say "I'm not sure what the heck to do. Can you help?"
And he knows I really want a bed but he hasn't got any. But when he
is faced with the problem at home - with those big eyes looking up
from a bed with no one else around, then he can't leave the patient
there anymore can 1. So he has to do something about it." (Doctor 26).
,~
Goldberg and Huxley have recently published a comprehensive review of research
into the psychiatric services. In the many studies about the reason for
referral to psychiatry "the one common thread which runs through them all is
that patients are referred when they fail to respond to treatment from the













The interviewees stressed the advantages of having psychiatric/
geriatric patients assessed in their homes. "With psychiatric-
geriatrics you want to know what sort of mess they're making in their
own home rather than how they cope in the clinic. We're all pretty
hopeless in the clinic." (Doctor 29). Another doctor pointed out
that with senile dementia cases it was important to observe the
effect of the dementia on the family.
There are other circumstances when domiciliary visits become a
necessity; these include assessments of patients' fitness for Part 3
accommodation, and of others who are unwilling to be admitted to a
geriatric bed for assessment or to attend a psychiatric outpatient
clinic. Patients can also be reluctant to attend non-psychiatric
outpatient clinics or accept acute hospital admission. This then
raises the question of how do the family doctors' judge and cope with
the patients' expectations when the possibility of referral arises?
That issue and other aspects of the doctors' judgement and inter-
actions with both patients and hospital colleagues, are covered in
the next two chapters •
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Interactional Styles, and Judgement of Patients' Values
The third segment in the referral process framework has been labelled
'personal style' and this encompasses the family doctor's interactional
style and his judgement of patients' preferences and values, plus the
doctor's own sense of professionalism (see opposite page). This segment
too, is covered by two chapters - aspects of professional self-identity are
presented in the next chapter.
'Personal style' is an elusive concept to identify let alone document •
Furthermore, the study's design did not include the witnessing of consulta-
tions between GPs and their patients nor the questioning of both parties
to ascertain their views about the outcome of the consultations. Thus there
is no survey data which is specifically about the interviewed doctors'
styles of interacting with patients and their families especially in consul-
tations during which referral decisions were reached •
However, even if material of this kind had been recorded (by direct
observation or video taping, and interviewing) there would still be no basis
for inferring that a GP's interactional style was related to 'competent'
clinical decision making. Complex research into medical problem solving by
Elstein and his colleagues did not find associations between 'personality'
. . . 39* I .. 40variables and cllnlcal problem-solvlng measures. n Brltaln Gale
studied the cognitive processes of junior doctors and medical students when
solving diagnostic problems and she endorsed the Elstein team's conclusions
about personality variables. Carlton too, has pointed out how the greater
prevalence of malpractice claims in the United States tend to be against
highly trained hospital specialists, implying therefore that it is not
incompetence but some other factor(s) which lead to the initiation of
• 24"clal.ms }:h ••
In this American study senior physicians were asked to solve three simulated
medical problems and the researchers developed a cue hypothesis matrix to
measure the steps in the hypothesis development. The physicians were also
subjected to personality testing.
**A study of medical malpractice claims by the National Association of Insurance
Commissioners did not support the premise that poorly trained physicians were
the major cause of claims. Rather the majority involved highly trained doctors
usually in hospital settings. The study suggested that the wave of legislation
adopted in many American states aimed at tightening basic medical standards
may have been misdirected because of this erroneous assumption 41•
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Yet while there is a lack of study data about the family doctors'
interactional styles with their patients, none-the-less some material does
exist which reflects indirectly the GPs' attitudes toward the patients'
values and preferences. Questions were asked in the interviews about
patients' involvement in the referral decision making and whether or not
this was conveyed in the referral letters.
It is to be remembered too, that in the referral process GPs were not
only interacting with their patients: they were also interacting with the
consultants usually via letters. So a set of questions was asked in the
interviews about the doctors' letter writing styles.
1. Interactional style with consultants - referral letter writing
It was suggested in the First Report that while referral letter standards
have risen considerably in the past 15 years, many are still far from compre-
hensive. For instance, over one third of this survey's 358 general medicine
letters did not mention whether or not medications or advice had been given
to the patients. One-in-ten of the letters failed to mention the patients'
symptoms, and over half omitted any 'on examination' findings.
Family doctors' letters have received much criticism over the years both
in the United Kingdom (see the First Report) and abroad (for instance in Eire*
and South Africa**), so a series of questions was included in the interviews
to discover how GPs go about the task, and if they are aware that standards
are variable. It should be noted too, that individual doctors tend to be
consistent in the way they present each medical case in their letters regard-
less of the nature of the problem (see the First Report). A doctor who
invariably writes detailed letters giving investigation results is hardly
likely to send a summary report of the "Please see and advise." variety. And
while letters to other specialties (for instance general surgery) may be more
abbreviated, it is still to be expected that the GP's style will be consistent.
~':
Ismail analysed 75 general medicine outpatient referral letters from general
practitioners and found that the major failure of the letters was in the










In South Africa, the practice of
has lapsed in some c,pecialties.
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The interviews confirmed that doctors have different referral letter
writing habits and for some, letter writing is not easy. For instance one
GP (whose letters tended to be detailed) found writing to be "an awful
drudgery. I write them in long hand laboriously in the very late hours at
night usually.". Others spoke of being inhibited by tape recorders, and of
needing to jot down or mentally make notes before constructing each letter •
But for the majority of the interviewed doctors their referral letters were
done routinely with the .help of a secretary. Also, the survey doctors were
aware that their letters might occasionally omit relevent information •
(a) Letter writing methods and routines
i. Typed or hand written letters. Only seven of the 45 interviewed
doctors did not have their referral letters typed as a rule and what was
interesting about most of these doctors (and other colleagues who adopted the
same practice) was that they tended to write the letters while the patients
were still in the consulting room. Some then gave the letters to the
patients who would either post them or take them to the hospitals' appoint-
ments bureaux. These hand writers were not young doctors and presumably
this was the traditional method of preparing referral letters for another
senior doctor commented how he now had his letters typed:
"All this has come about because we're fortunate in having typists
and all this elaborate ancillary back-up as they call it now days.
In the old days we just scribbled the thing off with so many
consultants complaining that they couldn't read what we had
written ••• " (Doctor 17) •
Two of the hand letter writers believed that the act of writing in front
of the patient sustained the doctor-patient relationship. Points of detail
could be discussed. But other hand writers were rather regretful that they
had not been able to change. For one doctor the problem was a lack of 'on
the spot' secretarial help whereas a second doctor found dictating too diffi-
cult and so he was often faced with a dilemma:
""Now can I really afford 10 minutes to write a decent letter to the
consultant and keep all those people particularly ... the old lady who'se
come a long way, waiting all that length of time?"." (Doctor 16).
ii. Frequency that letters were done. Nearly half of the doctors did
not do their letters on a daily basis (see over).
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Frequency of doing routine letters
Within 24 hours of seeing patient
2 to 3 times per week







Furthermore, of the doctors whose letters were typed, most 'did' their
letters by dictating either into a pocket sized dictaphone or else to a
secretary. So even more time would have elapsed before the letters were
typed, signed and dispatched. (This factor can be overlooked when
researchers try to calculate time spans between decisions to refer and
outpatient appointments.) Emergency letters though were done almost
immediately and these could be hand-written.
iii. Routinised ways of doing referral letters. Each GP seemed to have
a set pattern of doing letters. A few dictated to their secretaries at least
once a day, others dictated onto tape daily - one doctor even tape recorded
each letter before seeing the next patient. The hand writers have already
been mentioned. Another group of doctors took the patients' records home
where they drafted or taped the letters and three either typed the letters
themselves or else their wives did the typing. Other GPs tended to dictate
their letters onto tapes whenever they had some spare time during the week
and these would then be transcribed by secretaries who could be full-time
or part-time.
A few doctors without full-time secretarial assistance were· rather unhappy
about their letter writing arrangements. One doctor who was planning to move
into a new health centre, spoke of how the current system of a part-time
secretary was "not ideal by any means", and in the new centre "there will be
secretaries on tap all day long.". And of course, GPs are also obliged to
write other letters and reports as one interviewee indignantly pointed out:
"I write more letters to the social services, to the housing depart-
ment, to school masters, to the police for shop lifting and other
things which I really ••. feel very strongly about ••• ". (Doctor 40).
(b) Letter writing styles and omissions
As statistics about the frequency that GPs write their letters cannot
reveal anything about the comprehensiveness of the contents, the interviewees
were asked if, having finished a letter, they were ever aware that relevant




























noteworthy points emerged from the answers. First, individual GPs tended
to be conscious of having a personalised style of letter writing which may
(in their opinion) have shortcomings and second, the great majority thought
that there were occasions when relevant details had been omitted and reasons
why this might happen were offered.
i. Personal letter writing styles. Almost one quarter of the GPs
expressed self-criticism about their own letters which could be too brief
or else overlong, confused or in poor journalistic style •
"I do agree that a lot of letters that I send are rather
potted." (Doctor 13) •
"Well I probably err on the side of brevity ••. I probably tend
to go straight to the heart of the matter." (Doctor 41) •
"Well I don't think my letters of referral are models by any manner
of means and they are often brief to the point of terseness ••• "
(Doctor 9) •
" certainly social and psychological factors probably should
play a tar more important role in my letters ••• " (Doctor 24) •
"I suspect I write letters that are longer than should be so I don't
think I leave things out and they must think "Oh no, not another
long letter from ." ••• But sometimes the things you say
are relevant even if it is not immediately obvious ••• " (Doctor 29) •
"I try and include the things they require, but it's a mess. I'm
the first to admit it." (Doctor 4).
Two doctors even admitted that at times referral letters could be in such a
mess with added-in-items that they would have to be retyped.
Tiredness and lack of time were two external factors which could affect
the quality of a doctor's individual letters regardless of the method used
to construct them.
"The trouble is invariably doing letters when one is pretty
exhausted at the end of morning surgery and you know you're not
at your best and you know your English is not as good as it ought
to be and I'm sure I often leave things out ••• " (Doctor 15).
" ••• you know I suppose if one's tired you might miss out
something ••• " (Doctor 44).
" one's under pressure at times and one doesn't really do
very good letters always ..• " (Doctor 31).
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"One is very conscious of the fact that from time to time one's
letters are perhaps a little inadequate and the problem is to
find any time of the day which you are not interrupted." (Doctor 12).
"I think the trouble is that one is doing them in a hurry ..• " (Doctor 38) .
"I think this is probably the cUlpable sin of rushing things, without
taking too long, and if they've got a horrendous long history you
know, one sort of perhaps cuts corners ••• One could do better if one
worked at it, but it would mean I would have to double I think ••• my






ii. Omissions of drugs, or medical or social details from letters. In :I
the light of the above quotations it is not so surprising that the majority
of interviewed doctors felt they had on occasions omitted relevant details.
Sometimes a point was remembered in time and a postscript was added to the
letter.
"Yes, it's not uncommon for me having stuck it up, to reopen it and
scribble a bit in long hand. Yes I would say that was fairly
frequen t ." (Doctor 22).
..
III
There seemed to be two types of omissions. One was when the GP left
out information owing to an oversight. This was especially likely to happen
in complex cases. ..,
•
"I haven't realised it until the reply comes back saying "Could you
please let me know what Bill Bloggs has been taking." and I've
forgotten to mention it. Yes. But I usually try and get it in
somewhere." (Doctor 28).
"I think in some cases there's an awful lot to put in and you try and
reduce the letter a bit. For instance you might leave out something
of the social history that could well be relevant and you might have
forgotten it. Because after you've thought to put down their 10 drugs
that they're currently taking ••• you forget their social history,
the fact that they smoke 30 or 50 a day ••• which obviously could be
very relevant to the condition ••• " (Doctor 22).
The other type of omissions were judgemental decisions by the GPs and
these too, could be of two kinds: decisions to omit negative or neutral
information; and decisions to omit redundant information. Included in the
negative or neutral category were items such as normal investigation results
and drug therapies which had been tried but were unsuccessful.
"I think one's awfully apt to leave out things like the treatment· that
you've given them already •.• I've heard this criticism of GPs' letters
and think it is justified: they tend to leave out the treatment that






































" if a consultant says "Try such a prescription." for certain
tablets, I may have already tried them and they may have failed
and I may not have put this in the letter •.. " (Doctor 5).
" ••• and you've sent it and you think "Oh, I forgot to let him
know ••• occasionally some of the investigations that I've done •
Usually the ones that aren't relevant ••• the ones that are
normal •.• " (Doctor 18).
This tendency to omit neutral information may well explain why in over half
of the survey referral letters there was no mention of any 'on examination'
findings - an examination probably had been carried out but nothing
abnormal was found •
Redundant information was comprised of items which the doctor thought
were irrelevant to the specific case Or else would not be appreciated by
consultant. With complex cases the GP would make editorial decisions about
social and medical histories •
"I mean with social history, I think one has to be editing, to be
editorial about one's letters. The consultants basically want a
succinct and relevant letter about the particular problem •.• " (Doctor 44).
"I think perhaps I have left them out and sometimes perhaps because
I genuinely believed that they weren't important to the particular
problem. On the whole I don't go into lengthy social or past histories
and so on whereas perhaps one ought to." (Doctor 23) •
"••• if a patient's got a wad of notes six inches thick ••• I won't
plough through that lot ••• to find out that they may have seen
Dr. X in 1922 when he diagnosed that they were having fits ••• "
(Doctor 24).
Cases sent to surgical specialties tended to be even more abridged •
These were usually task-specific letters •
"There's no real point in asking a surgeon to cut out a breast lump
and telling him that she's divorced from her husband and so on.
It's nice, it really should be done, but I don't think anybody reads
it properly for a start and the second thing, I don't have time to
dictate that." (Doctor 27) •
". •• you see I don't think it is relevant to speak about drugs always
in letters to certain specialties, to put in specifically. I mean if
a person has a broken big toe I don't think it is necessarily relevant
to go into the whole of their treatment ••• you know you couldn't
do it ••• " (Doctor 44) •
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"I probably would do well to pay more attention to what drugs
patients are on. I must say I probably tend to forget this
unless it is very germane to the matter in hand." (Doctor 41).
In contrast to these last two doctors' quotations about selectively
omitting or forgetting drugs for unrelated problems, ten or so doctors
stressed that they were particularly reliable about including details of
drug therapies and dosages. Three were emphatic that it was in their
nature: "I tend to be obsessional about doing this."; "I don't miss out
drugs at least not consciously, I always put in drugs."; while the third
doctor was peeved sometimes because a consultant's letter omitted the medi-
cation or gave an inaccurate dosage. Four other doctors explained that
even if they had overlooked any drugs their secretaries would spot the
omissions, and likewise with investigation findings. (These doctors
stressed this advantage of having trained medical secretaries.) The
remaining GPs attributed their reliability about drugs to the structure
of the referral letter form (see below).
(c) Referral letter forms
The survey hospital supplied the family doctors in its catchment area
with blue referral letter forms* and when the doctors were asked in the
interviews if they used these forms most replied by merely saying "Yes".
However a few added caveats. For instance, referral letters about private
patients would be typed on practice notepaper. Some writers found that the
letter forms had too little space for lengthy letters.
But the chief criticism of the letter form was that it inhibited the
personal communication between the GP and his consultant colleagues, and
this is understandable in view of the previous chapters' findings that many
GPs prefer to refer to consultants whom they know.
"I think they are dreadful (letter forms) ••• this is so anonymous .••
A lot of medicine should be a relationship between doctors, and the
patient will be better worked if the specialist says "Oh yes, George














"I sometimes think I prefer to have our own printed stationery because
it gives a little bit more in a way of individuality about it all ~
otherwise I think .•• it makes it all a little too bit official, ..
prosaic somehow; one standard form ••• " (Doctor 4).
-------------------------. _ ..
*7his sample referral letter form (see adjacent pages) was recommended for
use in the 1975 DHSS circular on Hospital Medical Records - Standard Forms
and Paper Sizes, (HSC(IS)197).
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PATIENT REFERRAL LETTER 1 2
""
NOTE: This form Ihoutd not be used for X-ray or pathology requests.
.......•.......................................................................................•....... Hospital
MR




Please give my patient an appointment to attend the clinic
I wish the patient to be seen by .
(If a specific Consultant's opinion is not required, the patient will be given the earliest possible appointment in the specialty).









I wish the Hospital to arrange transport: YES/NO
• Ambulance/Car 2 (Driver & Attendand/ Car (Driver only).
·Delete as appropriate
appointment at Hospital on ..•.•.•...•........•....•..••......•.... (date).
















--c- -~ ------------- -----------------
Previous address or surname If changed .inca lilt attendance:



































Male 0 Female 0









2. At any other hospital
Oate8OO year 19 .
Date and year 19 .
Hospital No. (if known) .
Hospital .
Consultant .
Hospital No. (if known) .
Consultant .
Details of most recent hospital 8ttendIInC8:
Occupation (or Name of School):
1. At the hospital mentioned by your G.". overleaf
NOTE: To save time on the day of the appointment and to
ensure that any medical records you may alreedy have at the
hospital are made available to the Clinician. it would be
appreciated if you would COMPLETE the.. details and
RETURN the form to the hospital mentioned overleaf




























































2. To indicabt the degree of __ in allocating an outpatient appointment will you p_ ring the
appropriam figura altar the Patient Referral Latter heading OO/II'leaf.
CODE: 1. URGENT 2. ROUTINE
1. Pie.. indicam details of DRUG __ ond known .nsitivities below.
Note:




























" yes that's the other thing - you feel the implication is that
if you're going to say it, for God's sake only say it in that
square •.. " (The letter form has printed margins.) (Doctor 23).
Other interviewees likewise spoke of the role of the referral letter
in cementing a professional relationship:
"Occasionally you get one saying "Thank you very much for your very
full letter." and its obvious from the letter that he's very pleased
with the letter he's had. And therefore I suppose, human nature
being what it is, one tends to give more details to those who seem
appreciative ••. " (Doctor 8).
"My letters are very conversational •.• " (Doctor 24).
...
...
So when the interviewees were asked if they thought that a more
structured referral letter form might help to overcome the problem of
omitting information, virtually all rejected the suggestion. Some were
quite emphatic:
"No, not at all. I hate structured referral letters." (Doctor 24).
"No, no. I don't want to tick things all over the place. It's
bad enough as it is." (Doctor 40).
"I don't think so. I don't look at the structure of it at all. I
mean when dictating the letter I just pick up the thing and say
"Dear So and So, Mrs. So and So ••• "." (Doctor 41).
"I don't think so because classified referral forms which I have
seen in other places produce so many unnessary questions which are quite
irrelevant. I think it ought to be possible in a referral letter to
construct a proper story." (Doctor 3).
There was however, one item about drugs and allergies on the structured
being distributed by the survey hospital but not all of the GPs had started
to use it by the time they were interviewed.) This prompt question is at
the bottom of the letter-side of the form and, as mentioned earlier, some
doctors felt that it helped to reduce their rates of omissions. One even
a few family doctors commented on with approval.
used the space to write in the
conditions. For example, when
he would write in "'--- taken
was appropriate.
larger re-designed referral letter forms were
drugs which patients were taking for unrelated
a patient needed a simple repair of a hernia
for hypertension, for diabetes" if this
survey
letter form which quite





Finally, it is worth noting that traditionally, referral letter
writing has been a self-taught craft. One young doctor explained that
he had trained himself while 'on the job':
"When you're writing letters you've got to be succinct and you've
got to have a certain amount of detail in there. You've got to
really let them know what you want done. I think you can put too
much in a letter •••
When I first came to the practice I was writing most horrendous
letters you know, because I had to go through all the notes and look
out all the past history and all the drugs, and I was putting all
this gumph into the letters. But now, for the sake of time and





However, the future general practitioners may formally acquire their skills. 11
One vocational trainer commented in his interview on how he was teaChing his
trainees about referral letter writing. It was his belief that the criticisms
about doctors' letters were not unfair - "Doctors write bad referral letters;
some doctors write two lines, others write two pages, both of them bad."
I
2. Judgement of the patients' own values and preferences
The following quotation about an individual doctor's assessment of the
most appropriate form of treatment for a patient exemplifies the meaning of ~
the phrase 'judgement of patients' values and preferences'. ~
"The next patient is a rather elderly woman who has almost certainly
a carcinoma of the right breast. I'm referring her surgically to
have local excision rather than radical mastectomy mainly because she's
elderly, she's had strokes in the past, she's recently had a fractured
ne~k of femur and has just recovered from that, and I don't think she
would take a major operation, nor would she justify it. Because the
statistics about management of breast cancer don't seem to alter
however radical you do the operation." (Doctor 11).
There was one additional point about referral letters recorded in the
interviews. The GPs were asked if they kept carbon copies of their
letters: 30 did so, and 13 just made a note in the patients' records.
The main reasonS for not keeping carbons were that they made the record





However, doctors may not always be making judgements which are in
accord with their patients' preferences, This problem of interpersonal
comparisons of values or 'utilities' in economic usage, was outlined by
., d " h ' d" 46Albert ln a reVlew paper about eC1Slon t eoryln me lClne
"Whenever physicians make clinical decisions they integrate their
own value system with the patient's value system to generate preferences for
alternative diagnoses or therapies ••• The ability to aSSess and integrate
patients' values is one of the subtle attributes of a good clinician •. ,
Of course, the greater the cultural gap between patient and physician,
the more difficult this appreciation of values." (46pages 378-79).
(a) Research into doctors' and patients' values
Two pioneering studies have distilled patients' and clinicians' values
and shown a lack of concordance between the two groups, The first study
assessed attitudes towards risk, the second towards disability and distress,
and each adopted a unique methodology.
In Boston McNeil, Weichselbaum and Pauker used a hypothetical gamble
approach to assess the risk preferences of 14 patients with 'operable'
b h ' , 47 Th' k d 'd h'ronc ogenlc carClnoma. eSe patlents were as e to conSl er c Olces
between a fixed period of certain survival and a chance or gamble on longer
survival. (All gambles Were assumed to be 50:50, analogous to flipping a
coin,) The preliminary results showed a spectrum of attitudes but the
majority were considerably averse to risks. For them life during the next
few months was much more important than life many years later. (The mean
age of the 14 patients was 67 years and the median age, 69 years.)
The research team then looked at three published series of survival rates
for patients with bronchogenic carcinoma who had been treated with surgery
(two series) or radiation therapy (radiotherapy) (one series). They found
that patients treated by surgical extirpation have noticeably better five-
year survival rates* but the procedure has an operative mortality rate which
can range between 5 and 20 per cent.
*The five-year survival rates for two surgical extirpation series were 33
per cent and 24 per cent respectively, and the rate for the radiation therapy
series was 21 per cent.
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These researchers concluded that on the basis of five-year survival
rates all patients should automatically choose the therapy with the greater
chance of survival at five years. This choice will depend on the patients'
ages and the likely operative mortality rates in the local situation but
in most instances the choice will be surgery. However, on the basis of
expected utility data (the patients' risk preferences), patients should
choose the therapy with the higher expected personal utility and that
choice may vary from patient to patient. The risk averse may choose
radiotherapy since this treatment has no operative mortality risks and
therefore offers a high level of certainty of life in the short-term.
McNeil and her colleagues chose lung cancer to illustrate the import-
ance of patient attitudes because the available outcome data in the United
States show that in general, alternative treatments for this disease
(operation and radiotherapy) differ primarily in survival rates rather
than in the quality of life whether in the treatment or post-treatment
phases. (Apparently the convalescent period after operation is about the
same as the t{me period for treatment for radiotherapy, and neither pro-
cedure is able to control distant metastases.) Yet most patients in the
United States are operated upon '~ecause of the overwhelming belief of
most physicians that operation is '~etter"." (47 page 1401). And else-
where in their paper McNeil et al. observed how "doctors are generally
more risk seeking than patients, because of age and perhaps because the
consequences of the decision may be felt less immediately by them than by
the patient". (ibid page 1397).
There is though, another factor which could be contributing to these
observed variations in doctors' and patients' risk preferences. Doctors'
constructs of the distress caused by pain may differ from that of patients,
and seemingly, radiotherapy for lung cancer is relatively more distressing
than surgical extirpation. The notion that doctors have differing evalua-
tions of pain has emerged from the second of the two pioneering studies,
this time done in London.
Rosser and Kind48 developed a scale to evaluate states of illness and
it incorporated both gradations of objective disability and subjective dis-











wheel chair dependent to unconscious, while the distress scale moved
through no pain, mild, moderate to severe, for which opiates are required.
These two classifications were then combined to form 29 illness states.
For example, disability state 7 combined with distress state 4 was the
equi valent to being confined to bed and in severe pain which needed heroin.
Groups of individuals were interviewed with the aim of placing
valuations on these states; that is to say, how undesirable did the
individuals perceive each of these differing illness states. The inter-
viewing process was complex. In essence the individuals were asked "How
many times more ill is a person who is in State X as compared with State Y?"
and they were to assume that people in these states were the same age (not
elderly), and that sufferers in all states could be improved if treated.
Later the exercise was repeated with the assumption that the states were
permanent. Six groups were interviewed (70 subjects in all) and the groups
included medical patients (la), medical nurses (la) and senior doctors
from various hospital specialties (la) as well as psychiatric patients and
nurses and healthy volunteers*.
One of the findings of Rosser and her colleague is of particular inter-
est within the context of this discussion about 'judgement of patients'
values'. The doctors as a group placed considerably more emphasis on
subjective distress (pain) than either the medical patients or the medical
nurses, whereas these patients and nurses placed relatively greater value
on being able or mobile whatever the level of pain. For instance, the
doctors considered that being confined to bed with moderate pain was more
preferable than being in severe pain but able to do simple tasks or even
being able to undertake light work and shopping. For the patients and for
the nurses these preferences were reversed. (Additional analyses of the
valuations have recently been performed and they further confirm this trend
in the data. However these and other recent findings are not yet published 49.)
1~
Note that only a superficial account has been given here of both the theoreti-
cal assumptions underlying these two studies and of the complex interview
procedures adopted. The two studies strove to elicit numerical answers from
their subjects either as years of survival preferred in a gamble, or as
magnitude estimations (the number of times or ratios that one state was better
than another). So these research teams were attempting to quantify what are
essentially subjective judgements. In the case of McNeil et al. they wished
to obtain utility values which conceptually could be used in answering the
question "Which therapy for which patient?". Rosser and Kind on the other
hand aimed at developing psychometric indices of health or illness that would
be applicable when determining resource allocations for society.
- 102 -
Of course, these two studies were both small in scale and treated
doctors as a group, whereas a constant theme in this report is that
doctors are not homogeneous in either their clinical decision making or
their attitudes. Thus published statements by individual clinicians such
as those reproduced below, must not be seen as representative. The first
was in a letter written in reply to the McNeil et al. paper on lung cancer.
"The patient's attitude should have no influence on what the
physician advises as appropriate therapy for the patient's
illness."SO
The second quotation was from a statement by a surgeon responding to the
debate about management of breast cancer which had been triggered by the
Sunday Times.
"Of course, mastectomy is mutilating, disturbing, and ideally
to be avoided, but the surgeon's object is to provide the
treatment most likely to produce a cure; of course, he should
discuss it with the patient, but it is for him, not her, to
make the choice. That is not arrogance, it is his job." 51
It was therefore, against this background that the two interview questions
about patients' preferences were analysed even though the survey GPs were
not talking about treatment alternatives or constructs of illness states.
(b) Evidence in the interviews of divergent preferences between GPs
and certain patients
After the interviewed GPs had described their referral decisions for
the previous week they were asked if the patients or their families had
asked specifically or had precipitated any of the referrals. (Often this
had already been indicated in the descriptions of each referral.) Then
later on when discussing referral letter writing, another question was
raised: "If a patient does request a referral or intimates that he would
like to be referred, is this usually indicated in the referral letter?".
This latter question was intended to find out if statistics about reasons
for referral are reliable when they have been derived by examining referral
52
letters. For instance, in a 1960s study Chamberlain deduced that 7 per
cent of letters sent to various specialties in two survey areas (the south
coast, and inner London) were principally for the patients'peace of mind -
reassure them or the families that nothing was really amiss. A similar
analysis done on this survey's general medicine letters obtained a figure








































However, it became clear from the answers to these two interview
questions that assumptions about patients' 'demands' which were derived
from referral letter analyses only, were too superficial. And since
there were overlaps in the answers to the two questions, they have been
analysed jointly.
Two themes were running through the doctors' comments. First, there
are differing kinds of patient-initiated referral situations and second,
in coping with certain of these situations a GP can feel a conflict between
his professional relationships with his consultant colleague and with his
patient. These two themes are dealt with separately although they are
intertwined •
i. Differing types of patient initiated referral decisions. Four
kinds of situations appear to exist. The first situation is relatively
straight forward. It arises when a patient presents with a clinical con-
dition and knows full well that the GP is incapable of dealing with it him
or herself and is also unlikely to demur about seeking a specialist's help.
As one doctor put it:
"I mean obviously they're intelligent people, they'd come with the
view of, with the definite knowledge that I couldn't cope with for
arguments sake with the Bartholin's cyst, and so on." (Doctor 31) •
But sometimes the patients might be ungracious in their requests for help
and this would rankle with the GP.
"There is a group of people who come along and use you simply as a
referral agency. Who say "I'm deaf. I want to see a consultant.",
that sort of thing ... " (Doctor 19).
The second type of situation applies to patients who wanted prophylactic
interventions notably vasectomy and sterilization, or else termination of
pregnancy. Curiously, although the interviewees described numerous instances
when they acquiesced somewhat reluctantly to a patient's request for
referral, no one saw any of the prophylactic referrals in this light. The
reason could be that even if patients are certain in their own minds about
having this intervention, they may still feel a need to seek further advice
from their GP and so in the end the decision to refer is shared. Whenever
the GPs described vasectomy, sterilization, or termination referrals which
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had been made in the previous week, they usually conveyed the impression :I
that the decision had been 'talked through' in the surgery. (It must be
admitted though, that the interviewed doctors were not asked if they had :I
actually rejected any requests for referrals for prophylactic interven-
tions, etc.)
The third type of patient initiated referral is likewise to some
extent a shared decision. It arises when a patient has been receiving
treatment from the GP but without noticeable improvement. Eventually the
time comes when the patient or the family (and perhaps the GP too) feels
that a specialist's advice should be sought. The same situation can arise
when the GP is struggling to pin-point a treatable diagnosis by doing a
series of investigations. Two doctors offered specific examples where this
had occurred. The first was talking about a lady with angina and discom-
fort from presumed lumbar root pressure whom he had been surveilling.
this particular patient has a dominating sister who lives at
------------ who really I felt you know was making the burden a
little harder for her younger sister ••. Yes okay, she was angling
for a consultant's opinion and I thought "Well that's fair enough.
I'll help her to, let's do it." ••• I think possibly I would have
agreed to have one anyway ••• " (Doctor 16).
The second doctor had been trying to establish a diagnosis.
"The only (precipitated referral) was the woman with the -----
But I was in the process anyway. • •• Her husband spoke to me last
Wednesday and I had made up my mind last Monday to send her to X.
It was a very reasonable sort of demand. It was a frustrating caSe.
I didn't mind him getting worried about it because I started getting
worried about it." (Doctor 40).
Occasionally the GPs actually welcomed the patients' referral
initiatives for they provided an opportunity to pass over an exasperating
case. For example one doctor had been treating a lad with hysterical
traits who was suffering from mild acne. He had been coming up monthly
for three years "and I was just about at my wits end of constantly reassur-
ing him." Finally the lad 'phoned saying he had heard from a physiotherapist
that there was some ray treatment that would cure his skin.
"1 said "Right that does it. I'm not having you wasting any
more of my time. I'm going to let them reassure you that your






Another GP had been struggling to find evidence that an elderly woman
really was particularly forgetful or had terrible indigestion as
described repeatedly by her relatives.
"And in the end 1 said ''Would you be happier if she saw a
specialist?" and they inunediately sat up and smiled and
said "Oh yes, that would be lovely."." ( The hospital were
also unable to find anything wrong.) (Doctor 19).
The fourth type of patient referral initiative causes the greatest
chagrin for the GP because it not only threatens his own self esteem, it
threatens the esteem held by his consultant colleagues. The dilemma arises
when a patient or another family member demands perhaps at the first
attendance to see a specialist whereas in the doctor's own judgement there
are no clinical reasons for taking this action.
The doctors tended to be rueful as they described specific instances.
There was the father who more or less demanded a referral because he
thought the child had a squint. "And 1 think that if one doesn It refer
that sort of case then they get very stroppy and insist on a second
opinion or take themselves off somewhere else." (Doctor 23). Another
father prompted a referral for his son, a boy of 16 who complained of pain
behind his eyes. "I'rn quite confident it had no organic basis but at the
insistence of his over anxious and highly neurotic father 1 had no choice
to refer him." ( Doctor 3) •
Again a mother, on seeing a survey doctor for the first time, complained
how an earlier consultant was wrong about her child, the previous doctor was
wrong, everybody was wrong because her sister, a district nurse, had said
so. And now the mother wanted something done about it or else. The
interviewee examined the child and likewise felt there was nothing very much
wrong. "But because mother was being aggressive and insisting that something
was done," the child was referred. (Doctor 21).
Two or three doctors mentioned that they tried to use delaying tactics
in these situations.
"If the patient has specifically said "1 want to see a specialist
about this.", you know that in order to manage that patient in the
future you've usually got to acquiesce. You might be able to· sort of
cope with it for a couple of weeks (by doing some investigations)





You often (get) the situation where they say they want to
ifnd you don't think it is necessary. And then you may have
sort of say "Well look, we'll do this, then we'll see again
two months time and decide for the best." (Doctor 15).
I
ii. Maintaining the consultant's esteem via the referral letter. Not
surprisingly, it was the fourth kind of patient initiated referral situation
which was most likely to be conveyed or hinted at in the referral letter. A
number of GPs distinguished this group in their answers to the letter writing
question as seen in the following examples.
"If a patient comes in and says "Look here, I want to see a specialist.",
one's hackles immediately rise and before one's had a chance to decide
whether it is anything or not. Then in that case I usually say "This
patient has requested that she sees a specialist " But if it's
something that you've been dealing with and they happen to say "Look
I think I'd like to see somebody.", I'll say, "I quite agree, we
don't seem to be getting much further "I probably don't specify
this in the letter." (Doctor 6).
"If a patient comes along and quite reasonably comes to a diagnosis
before I do and thinks that they would like to be seen by a
specialist and that is reasonable, then I don't intimate it in a
letter. I only intimate it if it is particularly relevant ••• If a
patient has been seen by all and sundry and is still pushing to be
seen by somebody else ••• then it would be relevant." (Doctor ll).
When talking about how they phrased their letters for such cases some






maintain the consultants' goodwill. They did not want to be seen as lacking
in judgement and thereby wasting the hospital's time or alternatively, they ~
conveyed a note of apology for having failed to avert the patient.
"I would probably indicate to the consultant ••• one doesn't want the
consultant to think that you're wasting their time ... " (Doctor 21).
" ••• especially if I think it's a spurious reason because I don't
want it to be thought that I'm sending them up because I think they
ought to go ... " ( Doctor 19).
" • •• if they come in and are quite adamant ••• they want to see
Mr. X, well I just say to them in the letter in a rather apologetic
I:!!'!Y "You know I haven't done very much but they don't want me to
do anything, they want you."." (Doctor 14).
" ••• if it sounds a bit of a crummy referral you know, the 59th
case of tonsils which you jolly well know probably don't need
referral ••• then you would say "The patient has asked for a second










Even when the decision to refer was initiated by the patient and
endorsed by the doctor (the third type of patient initiated referral
situation) the letter was likely to be phrased accordingly.
"I will often say "Yes that's a good idea." (to the patient's
intimation) and then I will say "This patient has asked for a
referral and I would appreciate your views." But if I think
something is completely unnecessary (a sharper tone is used)
(Doctor 28).
"You know I might say something like "He and I would be pleased
to know what you think.", and he (the consultant) might think
that's what I always write but it isn't." (Doctor 29) •
"Yes I do if I think it is relevant. I say "Both the patient
and I would be reassured by ••• " (Doctor 3,+) •





But the inclusion of a caveat in a letter still was not a guarantee
against the consultant mis-interpreting the situation perhaps through failing
to read the letter closely. One GP sadly related how he had once explained
in a letter that the patient was fearful about her symptoms because a brother
had just died from a tumour which caused similar symptoms. The consultant's
reply contained a reprimand for having wasted his time.
iii. Individual doctors' reactions to patients' requests for referral. The
foregoing sub-sections have shown how many of the interviewees acquiesce to
requests from patients that they should be referred. But these doctors were
sensitive about these requests. They could bruise the individual's self-esteem.
Two young doctors spoke of feeling irrational, of having suffered a blow to
the ego.
"It may be fairly irrational, but I don't particularly like to be
thought of as a chap just to write letters so that they can see
important doctors." (Doctor 19).
"I often feel threatened in my own situation as I suspect a lot of
other people do, that they're going over my head, and it's perhaps
ego destroying •.• " (Doctor 27).
And a recently qualified doctor said that he generally obliged whereas "an
older and wiser doctor might be able to talk them out of it", (Doctor 7).
But even SOme senior doctors were rueful about their failure at times
to anticipate such situations. These are three senior partners talking and
the third confessed that he would not make an admission in the referral letter.
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"If a patient asks to be referred I reckon I've failed because
one should be able to sense, anticipate when a patient is seeking
a further opinion • ••• There's something wrong with the GP;
either he's lacking in confidence in himself and has communicated
this to the patient, or alternatively he's so oblivious to the
patient's feelings ••• It does happen to all of us from time to
time and when it does I'm always rather annoyed with myself that
I didn't spot this before." (Doctor 12).
"And I'm always very happy to. "Delighted", I tell the patient.
"I'm so pleased, very pleased to." That sort of takes a little
bit of the tension out of the air." (Doctor 4).
"I feel rather ashamed to think that I've been pushed about by my
patients and therefore that hardly ever gets in the letter."
(Doctor 16).
However, among the survey doctors there were a few who rarely, if
ever, found themselves missing their patients' cues. Two·doctors elaborated
on this point and the second also commented how at times he had to actually
persuade a patient to accept a referral.
"I don't think I've ever had a patient who has precipitated a
referral... I feel that one has lost the sort of psychological
advantage if this happens. It may have happened (over a number of
years) ••• I feel that I would know whether the patient is not
happy and I would jump in and say ••• " (Doctor 44).
"Very seldom do I find that patients come right out and say "Can
I go to hospital?". I mean, if you know your patients and have
some rapport with them you soon get the feeling that they're not
happy with the situation or you're not happy with it ••• Some I
have to push to go to hospital. .•n (Doctor 17).
•
So to sum up, general practitioners overall appear to be sensitive
about patients intimating a referral desire or precipitating the decision
because it creates a conflict between the family doctor's relationship with
the consultant colleague who may not appreciate the situation and his
relationship with the patient whom he has to manage in the future. Also
the GP can feel a sense of personal failure, a loss of self-esteem. However
not all GPs convey messages about these events in their referral letters and
so analyses of letters probably under-estimate the frequency of patient

































about 10 per cent of all referrals and this seems a likely estimate.
Finally, it must be noted that we have no data about how frequently
patients' requests or intimations are refused or ignored by general
practitioners. Anecdotal accounts from the survey doctors about other
GPs' patterns of practice suggest that this does occur. Also we do not
know if, or how the GPs incorporate the patient's values and preferences
when selecting a consultant. Whenever the doctors were asked if they
sought the views of their patients about "Which consultant?", the
interviewees usually said "No", the reason being that most patients were
not knOWledgeable about the specialists •
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CHAPTER 7
General Practitioners' Sense of Professionalism
A recurring theme in the previous chapter was the tension that some
general practitioners felt in their relationship with the consultants.
They were concerned about maintaining standards in their referral letters,
and avoiding censure for 'misusing' the consultants' time by sending
inappropriate referrals. But the family doctors in turn, may hold views
or constructs about how the consultants should behave towards themselves.
And if these views exist, are they widely held within the GP fraternity
and therefore indicative of a professional self-identity, or are the
views idiosyncratic?
From time to time the Journal of the Royal College of General
Practitioners has published statements about the relationships between
generalists and specialists but usually they have reflected the personal
views of leaders in the Royal COllege 53 ,54 So included in the survey












(It should be noted that only one-third of
members, fellows or associates of the RCGP.) III
oil
Ideally any analysis of generalist/specialist inter-actions should be
located in historical terms; that is to say, account should be taken of the
evolution of these intra-professional roles through the 19th and 20th
centuries. It is though beyond the scope of this report to review histori-
cal developments. However three comprehensive accounts have been prepared
b P 55 S 56 d Wdd o 57 S °foy eterson , tevens , an a ~ngton tevens wrote spec~ ~cally
about the referral system*. She observed that as the consultants (who were
members of the Royal Colleges) continued to exclude the general practitioners
from the large voluntary hospitals during the late 19th century, so the
'referral' system evolved. An etiquette developed whereby consultants were
to be called in for a second opinion by general practitioners but the latter
would retain a continuing relationship with the patient. This etiquette was
"the result of informal professional agreement rather than anything inherent
56in the educational or organizational system." ( page 33).
~"The other authors concentrated on the early to mid 19th century struggles
between the general practitioners (who comprised nine-tenths of the medical























The interview questions were of two broad types. One type sought the
general practitioners' perceptions of the role of the consultants in the
management of referred patients. These perceptions were revealed in questions
about (a) specialists' advice to re-refer patients; (b) the status of the
hospital doctors seeing~ patients; and (c) whether or not the consultants
tended to retain new patients unnecessarily. The second type of questions
were judgemental. The doctors were invited to comment about the outpatient
system in general, and on the 'standards' of the hospital correspondence and
whether this ever affected their relationships with consultants .
...
...
1. General practitioners' perceptions of the consultants' roles in
managing patients
(a) Consultants' recommendations about re-referring patients
say: "I suspect that



















When doing the fieldwork in the hospital the researcher realised that
some consultants were uncertain as to how general practitioners responded to
their recommendations about re-referring patients for further investigation
or advice. The radiologists were particularly interested in this issue as
occasionally they were of the opinion that a patient needed an endoscopic
examination to confirm (or reject) the presumed diagnosis on the x-ray film
but they received little feedback as to whether this happened. So, in the
sequence of questions on referral letter writing, the family doctors were
asked if they mentioned in their letters how another specialist - such as a
radiologist - had suggested the referral (if this was the case) and, did
they usually follow this advice when it was given •
i. Accepting specialists' re-referral advice. Of the 35 doctors who
were asked if they usually followed-up suggestions that a further opinion be
sought, 30 were emphatic that this advice was taken even if they occasionally
had reservations. The remaining doctors were rather more likely to exercise
their own judgement especially when the original specialist was not fUlly
informed about the situation. These few doctors also expressed an element of
resentment at being guided as to further actions •
"I don't like it. I don't like radiologists making these
suggestions ... I mean it's usually patently obvious .•• " (Doctor 14).
" ••• And that's all the radiologist should
there may be a malignancy here full stop."
(Doctor 27) .
". .. so sometimes they are a bi t inclined to lay down the law and
suggest that the patient should see somebody or other "(Doctor 41).
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However, other doctors were dismissive of these attitudes when
asked if they usually followed re-referral advice.
"Oh invariably, yes ••• I mean this sort of feeling that you're
an independent doctor and you're not going to be told what to
do. But one can't anyway with the whole field of medicine ... "
(Doctor 39).
"Oh yes, most certainly •• ' I'm afraid I'm in favour of a simple
life and don't see any point in fussing about it." (Doctor 5).
"I always refer them ••• Yes I always do that and I think some
of my colleagues get very hot under the collar about that •.•
But I've got a thicker skin than most and it doesn't particularly
bother me •.• " (Doctor 23).
A couple of doctors had reservations about the medical and surgical
consultants' more usual practice of seeking a colleague's advice or even
transferring the patient rather than referring the case back to the
general practitioner and letting he or she take the initiative. The GPs
were of course, informed about the consultants' actions as they received
carbon copies of the correspondence and in some instances were telephoned.
One of the interviewed doctors explained how that week he was saddened by
a hospital department cross-referring a patient with "blood pressure
trouble which I've been dealing with for years naturally". (This had been
explained in the referral letter.)
It is important though, to place such misgivings in perspective. The
13-week outpatient data showed that decisions to transfer patients are
taken infrequently in general medicine. Only 3.5 per cent of the 370 new
GP-referrals were transferred at their first attendance and the overall
proportion for the 2,402 attendances was 2.2 per cent. (In Olsen's data
for the Central Middlesex Hospital the transfer figures were almost identi-
58
cal - 3 per cent and 2 per cent respectively.) As the survey hospital's
patients were registered with about 100 GPs, the likelihood of an
individual family doctor's patient being 'inappropriately' transferred
(in his or her view) was small. But if such a chance event had occurred
recently, then the GP's awareneSs of these situations would be heightened
(the 'availability' bias - see Chapter 3 page 34).





















say, the great majority of the doctors (37) said "Yes", "Oh Yes", they would


































in the outpatient data 10 per cent of the referral letters gave this as
a reason for referring the patients.
Only three doctors said there were occasions when they chose not to
be explicit in the letter. It arose when the GP was already certain that
a further referral was going to be necessary. "A radiologist might
suggest that it be referred and you might have even thought of it your-
self before he mentioned it."
When the referral was prompted by a radiologist's report, it was the
usual practice for the doctors to copy out the report in the referral
letter and to give the x-ray examination number. There were two reasons
for doing this. The first obviously was to inform the consultant of the
radiologist's findings. The second reason was more complex. Occasionally
a GP felt that it was a marginal decision to refer. As one doctor put it,
I~e're often re-referring for the radiologist's peace of mind as well as
our own.". Two others mentioned that a proportion of those referrals were
found on endoscopy to be negative.
The data collected in the first phase of this study lends support to
this statement about negative findings and it also contains a clue as to
why the radiologists received so little feed back about their recommenda-
tions. When recording the information about the x-ray examinations requested
by general practitioners over 13 weeks, each examination report was read to
see if the radiologists had suggested re-referral to another specialist. At
the same time, details were recorded about the new outpatients seen by the
general physicians including the gastroenterologist as the result of a
re-referral suggestion.
The GP-radiology data showed that the radiologists make re-referral
suggestions relatively rarely. In the 13 weeks 2,466 patients were
logged in the day books yet no more than I per cent of the reports read con-
tained re-referral propositions (chest examinations g, barium meals 6,
IVUs 3, others 4). It is possible though that some reports were overlooked
and others not located because the patients had been admitted following
'phone calls. However, the outpatient data indicate that the overall rate
would still be very small because in the survey weeks only 17 new referrals
were prompted by radiology reports (out of a total of 358 letters) •
Fifteen of these referrals arose from barium meals/swallow examinations.
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In the outpatient clinics over half of these re-referrals were assessed
as being relatively non-urgent. Only three patients had carcinomas, like-
wise peptic ulcers (three patients) and benign oesophageal strictures (three
patients). Indeed, 11 of the 17 letters had been sent prior to the commence-
ment of the survey. (It will be recalled that the consultants screened
their incoming letters for urgency.) Thus it seems likely that the radio-
logists did not receive much feedback about their suggested re-referrals
because the yield of malignancies was low and their consultant colleagues
would not be inclined to comment about routine findings such as ulceration
and gastritis.*.
There are two reasons why the various numbers cited above are so very
small. First, some GPs when suspecting their patients had carcinomas chose
to refer direct to the consultant physician or surgeon (see page 29 onwards),
and so if radiological studies were performed for these patients they would
be requested by the specialist. Secondly, the base-rate probabilities of
detecting carcinomas in radiological workloads are always very small regard-
less of who initiates the request. For example, in British and American
. 60 61 • 59 62
studies of bar~um enemas , IVUs and bar~um meals ' , the yield of
carcinomas has ranged between 2.1 and 3.6 per cent.
(b) The status of the doctors seeing new patients
Since the family doctors' prevailing practice was to address their refer-
ral letters to specific consultants, it was expected that these doctors would
have strong views in favour of the consultants rather than the registrars
seeing the patients at their first attendance. Yet the interviews revealed
that the GPs felt a certain ambivalence over the status of the doctor - it
depended on the purpose of the referral. The issue arose when the inter-
viewees were asked if they would like open access to three investigatory
services - ECGs, gastroscopy and EEGs. As riders to the main question, they
were asked how they would feel if open access patients were investigated
by a registrar rather than a consultant**, and what were their views
about the status of the doctors seeing the day-to-day new referrals.
The answers to these two status questions are analysed jointly.
*In a study of 535 barium meals requested by all doctors 137 major abnormal-
ities were suspected on the films. However, further investigation showed
13 to be of little clinical importance. ~is meant that the radiologists
had a false negative rate of 9.5 per cent 9.
,'n't
This was a hypothetical question because the survey physicians did not have

























Two out of every three doctors questioned (40) were amenable to
registrars seeing new patients but the doctors consistently qualified
their answers with two points. First, some referrals were not appro-
priate for doctors of less than consultant grade and secondly, the
registrars had to be sufficiently 'experienced'. The other doctors were
less ambivalent about registrars seeing their patients - consultants
really were preferred. Yet they too, recognised that there were cases
which registrars were competent to deal with.
to registrars performing procedures or investigations which were relatively
routine thereby enabling the registrars to become skilful. Two doctors
spoke of hernias as being appropriate for registrars to see, two others
mentioned breast lumps. Many felt that ECGs could be reported by regis-













This division of opinion over the gastroscopy service was consistent with
the GPs' differing constructs of the role of gastroscopy as an investigatory
tool. It will be recalled from Chapter 3 that some doctors now substituted
barium meals with referrals to the gastroenterologist as they believed
endoscopy to be a superior aid or it was a faster method of getting a patient
investigated. These doctors tended to be unhappier at the prospect of
registrars doing gastroscopies than doctors who first screened their patients
by a barium study. For example Doctors 18, 24 and 44 preferred to reach an
initial diagnosis via a barium study and they were also ambivalent about who
carried out the gastroscopies.
"I don't think it matters as long as the chap who's looking down the
machine is competent ••• If something comes back say a barium meal,
and you've got a proven gastric ulcer finding, so you know what the
diagnos is is. Really what you want to know is "Is it benign or is
it malignant?"." (Doctor 18) •
" ••• you can almost anticipate who is going to be writing the
iliospital) letter from the type of patient and the type of letter
you've written .•. Does it bother me? No, not in the slightest.
As I say, it's either the sort of problem where .•• I want his (the
consultant's) advice ••• or "It would seem this patient's got
on barium meal which suggests that gastroscopy would be advised."
(Doctor 24).
"Well I think the thing is that by the time people get to gastroscopy
one has done a certain amount of working-up anyway. I don't think it
matters as long as the person knows what they are looking at. I
wouldn't mind at all." (Doctor 44) •
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In contrast, Doctors 5, 25 and 26 tended to refer direct to the
gastroenterologist and they felt irked by the proposal that registrars
see gastroscopy patients.
"No certainly not. There wouldn't be any point in it at all.
It isn't something which is done by a technician. It's something
which the person looking through the view finder as it were, is
the all important aspect of it..... (Doctor 5).
..... It might be better if whoever was doing them saw the patient
first and decided whether they really wanted to do it because it's
.an unpleasant investigation anyway." (This GP then cited a hypoth-
etical caSe of a junior doctor misjudging the need to gastroscope
a patient with a carcinoma.) (Doctor 25).
"As for gastroscopy, I don't think I would refer them to the
registrar not that there is one .•• I think I would prefer if














ii. Registrars must have sufficient experience. Many of the GPs
III
..... if you send a patient new to the hospital and they're seen by a
new registrar who probably has no more experience than you have
yourself, this seems rather a waste of time really ..... (Doctor 37) •
..... One gets a little bit irritated because some fairly junior
houseman has seen your patient after you have waited weeks and weeks
for them to be seen. That does happen occasionally." (Doctor 35).
"They're being seen by the housemen (SHOs) now, so it would be a
great improvement, it would be a great improvement. Yes I would be
delighted that a registrar particularly with a MRCP would see them."
(Doctor 23).
"You know what worries me is that when I refer to a consultant and
it's seen by an SHO ••• hopefully if they are seen by them they dis-
cuss it with the consultant but I've got no way of knowing that •.•
To tell you the truth I don't feel I should be referring to somebody








(The next sub-section shows that eight out of ten new general medical patients ~
were seen by the consultants, but the ratio varied from clinic to clinic. For ..
instance the peripheral clinics were taken by the consultants single handed.)
A few doctors did mention though, that the ultimate responsibility lay
with the consultants.
"It's the consultant's responsibility.
and if he's happy his registrar can do
decision not mine." (Doctor 20).
I refer to the consultant














"I don't mind who sees them initially as long as I get a
consultant's opinion ultimately." (Doctor 13).
Furthermore, there was an awareness that the ratio of consultants to
registrars within specialties in the survey hospital was not likely to
be modified (at least in the short term).
"As regards them being seen by a registrar rather than a. consultant,
I think one's got to accept that the pressures on the National
Health Service are such it's just completely impossible for the
consultant to see every patient." (Doctor 12).
So the GPs, mindful of these organisational contraints, wanted
reassurance that when they felt a particular case deserved the expert
opinion of a consultant, he or she would see the case •
"If it is a question of clinical judgement, I refer so few people
that I would prefer them to be seen by the person to whom I refer
them ••• " (Doctor 39) •
It ••• but there are some things for which we still want a
consultant's opinion ••• " (Doctor 45) •
"••• I would like to indicate to the hospital quite clearly when I
personally want the consultant's opinion, not the opinion of some-
one who is just a little more specialised than I am but certainly
far less experienced in general ... " (Doctor 31).
"But if it's something more involved then you really want to
communicate with somebody that you know and the registrars are
birds of passage •• , It depends on the type of case but it's
the personal contact here that's vital." (Doctor la).
Two doctors even said they would telephone or write a note to the hospital
to ensure that certain patients saw the consultants. It was when this
tacit vetting process broke down because either the consultant failed to
recognise the GP's cues in a referral letter or else he was absent, that
the chances of a registrar or SHO exercising 'poor' judgement were increased.
(c) The consultants' role in managing chronic diseases
In 1966 a paper entitled 'Dual Care' by Cammock and Leg3was published.
In this study 59 GPs estimated the number of patients who were under the
care of both themselves and a hospital clinic. Almost two-thirds of the
referrals for a second opinion were jointly managed and the GPs' role was
primarily to issue prescriptions and sickness certificates. The diseases
most likely to be managed jointly but which the family doctors wished to
treat themselves were diabetes, anaemias, hypertension, respiratory diseases,
peptic ulcere,arthritis and rheumatism.
Although 30 doctors said that
their letters so as to retrieve
underlay their answers. One
accept the decisions the
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Over the last few years the medical press has carried further articles
about the seemingly excessive periods of time that some patients are kept
on outpatient review*, and they have contained two underlying assumptions.
First, repetitive follow-up outpatient attendances for common chronic con-
ditions are uneconomic in financial terms and opportunity (time) costs64 ,
and secondly, the general practitioner is frustrated, resentful, "since he
is prevented from doing a job he is trained for", (Lester, 198065 ). The
First Report provided statistical data about follow-up attendances which
support the assumption that a proportion are avoidable and therefore
uneconomic. These findings are discussed in the following pages. However
there is no recent evidence which shows if feelings of frustration are
widely held by general practitioners.
So, to guage the feelings of the survey doctors, they were asked a
somewhat oblique question about how they ended their referral letters if
all they were wanting was the consultant's opinion or advice and they
would like the patient back to manage themselves (see Appendix 1). It was
hoped that the question would trigger expressions of'frustration' if they
really existed.
i. No strategies for ending letters.
they did not have any strategies for ending
the patients early, three different premises
group of doctors (over half) were content to
consultant took.
''Well no. I leave it up to him really." (Doctor 17).
"We just take it as it comes ••• " (Doctor 21l.
"No. I don't think I've ever specifically asked for that. I've
left it for them to decide." (Doctor 6).
"No. I think the consultants realise the ones you should be able to
cope with yourself ••• " (Doctor 35).
*F 1 . b d' Th " 66.or examp e, an artlcle y Lou on ln e Lancet ln Aprl11976 trlggered a
debate which spanned two months. In this same year the British Medical

















One doctor felt that it would be discourteous to 'instruct' the consultant,
while others saw referral as a team effort.
"I think it's a team job you know. I mean I usually put in my
letter ••• "I would be grateful if you would see this patient and
advise. " Then I get the letter back with the advice and then we
sort of go on from there ••• " (Doctor 36).
"As far as I'm concerned it never really arises ••• What I generally
feel is that usually the hospital and I do it between us." (Doctor 22).
A second small group of doctors felt no need to specifically phrase
their referral letters because in their view the 'hospital' did not hold
onto referred patients.
"Take it as it comes yes. They refer the patients back soon enough
when they've chewed them round and spat them out." (Doctor 8).
"I don't find this a problem I don't find the consultants
taking the patients entirely off my hands .•• " (Doctor 9).
"Not always. I think in our case they generally realise because
of the geography here - it is _ miles, that the consultant isn't
going to thoughtlessly drag them up for follow-up clinics unless
they're really necessary." (Doctor 34) •
The third group of doctors who did not say that they adopted any
strategies were however, sensitive about their referred patients being
retained •
"No I haven't really. I suppose we should have. Because it does
seem that whatever you say they just keep it if they feel like it
It would be nice to have this cut and dried ••• " (Doctor 33).
"Well we take it on chance. We leave it to the consultant. We
tend to feel that they do cling on a little bit to patients." (Doctor 10).
Six doctors came into this category but to them must be added a further
doctor who, despite adopting strategies, still found that his patients were
retained (see below).
ii. Doctors who phrased their letters accordingly. Nine doctors
explained that often they ended their letters with phrases such as:
"I would like your opinion on such and such and then I am quite
happy continuing to manage the problem." (Doctor 14).
"I would be very grateful for your advice regarding management
and therefore I will continue the care." (Doctor 28); and
"Once he's been worked up I am quite happy to continue the
subsequent care ••• " (Doctor 37).
All but one of these doctors appeared to be satisfied with the technique.
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So, it was a rather small minority of GPs who expressed disquiet
or frustration in statements like "•.• You've touched on something which
is a sore point."; "•.• it doesn't work, makes not the slightest diff-
erence. Once they get their hands on them they tend to keep them."; and
'~ell, this is very difficult ••• often they go on being seen long after
there is any need for this ••• ". And it must also be said that there was
a tiny number of GPs (three) who welcomed the hospital assuming responsi-
bility for some of their chronically-ill patients.
2. The GPs' general comments about the outpatient system
(a) Follow-up/discharge practices
I
While the foregoing sub-section suggests that overall the family
doctors were not particularly frustrated by the role the consultants were
playing in managing referred patients, none-the-less they were vocal about
some shortcomings in the outpatient system. To set their comments in
context it is necessary first to identify the components of the outpatient
load. The First Report provided data about this.
Only just over half of the 13-week general medicine outpatient load was
made up of patients referred by general practitioners (55 per cent). The
remaining patients were either discharged inpatients (29 per cent) or pati-
58
ents who had been transferred by other specialists (14 per cent). Olsen
I
I
too, in his survey of general medicine clinics at the Central Middlesex
Hospital, North London, found that 54 per cent of attenders were GP-referrals. :I
There were other noteworthy figures in the First Report:
(a) 84 per cent of the GP-referrals were seen by the consultants at their :I
first attendance*;
(b) 34 per cent of all the GP-referrals were discharged at the end of
this attendance**. (The equivalent figure in the Central Middlesex
Hospital survey was 24 per cent.); and
(c) Inpatient follow-ups were usually seen by SHOs.
Thus often when the interviewed doctors were talking about the out-
patient system, their comments were directed at certain parts of the system .
.~ , ,'c,', Forsyth and Logan found the same proportions in their nation-wide survey
of 13,600 new outpatients in the major specia1ties. Over 80 per cent
of new patients were seen ~ consultants at their first visit, and One-













Furthermore, they were aware that there were organisational explanations
as the following quotation demonstrates.
"Consultants I think really find themselves in an invidious
situation in that they have large outpatients when they take
them over. They obviously can't see them all, so they tend to
see the new patients, and recurring patients are seen by a
succession of housemen none of which has the experience or the
courage to discharge the patient from their books. So they say
"See you in another six months.", and by that time they will have
left and another houseman will have taken over and they see the
patient fresh for the first time, and they say "See you ••• " (Doctor 11) •
So in describing the doctors' attitudes towards the outpatient discharge
practices, the comments relating to the consultants' decision-making about
new patients have been separated from the comments on the decision-making
for review patients •
i. Consultants' discharge propensities. Eleven interviewees spoke
about the general tendency for the consultants in the survey hospital to
rapidly refer new patients back to the family doctor to manage. Inter-
related reasons were offered:
there was now more certainty about the effects of drugs used in the
treatment of chronic conditions such as hypertension than in the 1960s and
therefore less need for the hospital to monitor the patients;
the clinics of the survey DGH were already overcrowded; and
the younger more recently appointed consultants were less inclined
to be 'empire builders'.
Some of the GPs praised individual consultants who regularly just offered
an opinion (having done the necessary investigations) and discharged the
patient saying "Send him back if you're worried.".
Certainly the general medicine data in the First Report supported
these impressions. The three general physicians discharged 41 per cent
of the new referrals at their first attendance although there were
fluctuations around this mean which reflected (in part) the consultants'
special interests. This discharge figure is higher than the 34 per cent
quoted on the earlier page for all GP referrals because the latter figure
included the first attenders seen by the senior house officers.
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ii. Discharging review patients and inpatient follow-ups. Six
interviewees talked about the 'Come back in six weeks/months.' phenomenon
caused, in their view, by inexperienced housemen being unwilling to take
discharge decisions and the consultants not giving them guidance.
" When they see the follow-ups they're seen by a houseman
who's frightened to discharge them and the consultant never
tells them ... " (Doctor 29).
"There's very little incentive of discharging from the junior's
point of view .-' unless they've got guidance •.• I mean they
say "We'll see her in six months' time.". The question I ask
myself is "What are you expecting to see in six months' time?
Nothing. "." (Doctor 43).
These doctors were concerned not just by the misutilization of time but also
because rotating junior doctors were less experienced than themselves at
monitoring chronic conditions. They did though add a caveat - "It depends
on the GP too." - they had the impression that some family doctors were
not reliable about following-up patients. Three others explained that they
had occasionally intervened by writing to the hospital to retrieve patients
whom they thought were being held unnecessarily.
The First Report again backed-up the interviewees' comments about
prolonged follow-up patterns. There was an inverse relationship between
the length of time a general medical outpatient was on review and the
likelihood of him or her being discharged. About one-third of all first
at tenders from any source were discharged immediately; likewise three-
fifths of persons who had been review outpatients for up to three months
were likely to be discharged within that time period. But from then on,
the longer a patient was on review the less likely he or she was to be
discharged.
Clearly one of the explanations for the trend lay in the status of the
doctors seeing the patients and their propensity to discharge. The consul-
tants made twice as many discharge decisions as their SHO colleagues (the
proportions of discharges per attendances for the two groups being 21 per
cent, and 12 per cent respectively). But another factor was the policy of
the individual consultants to keep certain diseases on long-term surveillance
and whom the junior doctors usually reviewed. (Aspects of these policies are
discussed in Chapter 7 of the First Report.) The overall effect of the trend



















outpatient clinics (new referrals, discharged inpatients and transfers)
exceeded the outflow (discharges, defaulting patients and transfers) by
132 patients representing a net weekly gain of 10 patients*.
A few of the family doctors were under the impression that the
"unwarranted", "unnecessary" reattendances affected the waiting times for
new outpatient appointments. "One of the reasons why the clinics are so
long is because they're seeing so many old patients they don't have any
time to fit in the new ones."
However, this was an erroneous view because in the survey hospital it
was the pOlicies of the consultants rather than the size of the load of
review patients which determined the inflow of new patients. As mentioned
in Chapter 5, many of the consultants limited the number of new patients
(GP referrals and consultant transfers) booked into each outpatient session.
The general medicine physicians booked four to six new patients per session.
It was also a common practice within the hospital for the consultants to
allocate appointment priorities for new patients after reading the referral
and transfer letters. But if the consultants did not have to co-ordinate
such large clinic sessions, they would have rather more time to offer guid-
ance about management to the assisting junior doctor/s, and to tutor them.
(b) 'Standards' of the outpatient letters
When gathering data about the medical outpatient attendances from the
case notes, the researcher relied in part on the carbon copies of the letters
sent to the GPs or other specialists. Almost 90 per cent of the 2,402
attendances had been documented by letter by the time the case folders were
examined (which was normally seven to ten days after the appointment).
Other letters were sent subsequently as investigation results came to hand.
Thus whenever a letter was not sent, it was usually because no changes had
been made in the patient's treatment regime.
,':
The 13-week data showed too that SHOs were marginally more inclined to ask
the patients to return to the clinics at an earlier date. In addition
the SHOs had far higher pathology request rates than the consultants (when
standardised for disease groups), and they were also more likely to inter-
vene in co-existing diagnoses or new secondary problems. These findings
from the First Report have been used to underpin assumptions about differ-
ing consultant/junior doctor staffing ratios~ a model being tested by
the Operational Research Service of the DHSS •
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The researcher found that the letters contained comprehensive
accounts of the outpatient events. But she wondered if the interviewed
general practitioners also held this view. So they were asked if they
were happy in general about the outpatient communications from the medical
fims and how did they compare with other specialties.
i. General comments about letters from the medical firms. The GPs
were happy almost universally (at a general level) with the medical firms'
letters. Over and over they started their answers with "Yes, oh yes," or
"On the whole, yes.". Just occasionally a doctor was not quite so enthusi-
astic "They're quite good.".
Many of the doctors went on to talk about how medical letters differ
from surgical letters, the latter tending to be shorter because the problems
are more specific.
"Well the physicians give you much more detail. The problems
are so often rather more complex initially and the surgeon will
comment "Yes 1 agree with you." or, "So and so had such and such
and we found this, and we propose to do such and such.", and the
surgeons' are usually shorter letters and rather straight
forward." (Doctor 14).
"1 think the medicine boys are much better in the sense that they
will usually give you a pretty thorough letter and sometimes in
fact too much. You don't need all that really. They either
regurgitate the history all back at you which you know anyway, or
they give you three pages of lab. results all of which are negative
But they give you assessments of what they're going to do." (Doctor 23).
Doctor 23's point
fluous information (in
and the phenomenon has
about the medical letters sometimes containing super- III
the GP's view) was made also by four other interviewees, ,.j
b b d · h . .. 70,71 H heen 0 serve ~n at er lnqulrles . owever, t ere
is an organisational explanation for this practice. As part of the outpatient
fieldwork the researcher observed many consultations conducted by numerous
doctors and it was apparent that when the clinic doctors familiarise them-
selves with each case, they rely on the carbons of the letters rather than the
hand written entries in the case notes. (For a patient on long term review, the::!
case notes might contain many hand writing styles.) Thus the letters are
intended not only to inform the GPs, but also to provide the hospital doctors
with a legible and comprehensive account of the patient's history (for new



















The hospital doctors though, have individual styles in their letter
writing (just as family doctors have personal referral letter styles),
and one GP commented on this.
"Obviously I know if I refer a particular patient to consultant X
I know I will get a paragraph of a letter but if I send him to
consultant Y it might be a page and a half." (Doctor 19) •
Two doctors referred to the investigation results in the medical
letters and, perhaps not surprisingly, their comments were in line with
their propensities to do investigations. One doctor who was found in the
First Report to be a low investigator particularly of biochemistry work
felt that
"the content of the letters from the medical people is vast and
you get the results of a whole mass of investigations many of
which mean very little to us." (Doctor 5) •
The other doctor was a high user of the various pathology services and he
was appreciative of the outpatient information:
" I think it is in the nature of medical problems really, that
they realise you want to know each investigation and so on, so
they tend to be very reasoned ... " (Doctor 37) •
Sometimes a GP mentioned having received an unfavourable outpatient
letter. "Very, very occasionally one is conscious of the fact that one gets
a letter back from the consultant and that they can't possibly have read the
general practitioner's letter ••• and you say to yourself "Without any
doubt, I've wasted my time. It hasn't been read."." But these doctors
always qualified their criticism by explaning that these events happened
infrequently:
"It isn't common but it does occur occasionally ••• " (Doctor 12); and
"••• these are the sorts of things that you tend to remember
unfortunately. Because when you think of all the letters you do get
back that are very good and very helpful, they far outnumber the
omissions." (Doctor 22).
There are two sets of data which suggest that these doctors rightly were
recognising their 'availability bias'. When evaluating the content of
specialists' reports de Alarcon and his colleagues were surprised to find
that in only four per cent of cases was the letter 'vague and useless'.
They admitted "this was far below what had been anticipated by members of
the team, who, before calculating the results, had each predicted a much
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higher figure." (70page 1663) (This study was published in 1960.) Again,
in this survey, the researcher found that virtually all of the questions
asked in the referral letters were answered in the outpatient letters
either directly (by fulfilling the GP's request for an investigation or
giving advice about drugs or how to recognise certain diagnoses, etc.), or
indirectly such as confirming a diagnosis by a method which differed from
that suggested by the GP.
Finally, a number of doctors spoke of the educational value of the
consultants' letters, and the benefit was more likely to be gained from the
longer explanatory letters. This educational aspect is developed in the
next chapter, but in the meantime it is noted that a New Zealand Professor
of Surgery surveyed referring doctors to hear their views about three types
f ° ° 7l Tw ° h O 00o speclmen outpatlent letters. 0 were sllm, t e flrst contalnlng only
investigations, the second, four headings with relevant details (Impression;
Investigations; Admission; Next appointment), whereas the third waS in the
traditional style and it was particularly verbose even for a physician's
letter. TWo-thirds of the referring doctors favoured the slimmer versions,
but what surprised Professor Isbister were the repeated comments about the
educational aspects of the consultants' letters. He acknowledged how "The
magnitude of this need had not been appreciated at the beginning of this
study and in view of this finding it maybe quite inappropriate to shorten
consultants' letters at the expense of their educational value in order to
71
save health care resources." ( page 302).
ii. Ambiguities about drugs in the letters. When collecting the data
from the outpatient letters, attention was paid to whether the hospital doctor
had actually prescribed any new drugs recommended for the patient (the
prescription then being dispensed by the hospital pharmacy*), or if he just
advised the general practitioner about appropriate drugs. In 10 per cent of
the 2,033 general medicine letters to the GPs, the recipient was asked to
carry out the prescribing. However, this proportion was much higher in the
letters following referred patients' first attendance (see over).
~',
The hospital pharmacy dispensed drugs to cover a maximum of one week
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In over half of the first attendances which involved medications, the
hospital doctors (who were usually the consultants) merely advised the
family doctors about the recommended drugs. And even where the hospital
doctor ammended the patient's drugs, he may have only been increasing or
lowering the dosages rather than prescribing new drugs. The data also
suggested that hospital prescriptions for new patients are written mainly
when there is some urgency for treatment to be started •
The hospital doctors used considered language when making these
recommendations as these next extracts from consultants' letters suggests:
" ••• and would suggest that you start him on a small dose of ---
and whether !l. taken at night might be needed ••• ";
"l think he will be very likely to be helped by a small dose
of , and perhaps 'le half a tablet b .d. would be the thing ••• "; and
11 and she should respond well to the use of R" one or two
milligrams at the onset ••• ".
The doctors seeing the follow-up attendances were most likely to write
out prescriptions and these are examples from letters about such attendances.
"l also added in Il. t .d.s. in an attempt to take the edge of her
systolic pressure .•• ";
" ••• and to this end I have prescribed him a six week course of
Il. ... "; and
"l have given her a prescription for J\, 10 mls q.d.s •••• ".
When recording this information the researcher found that in the majority
of letters the doctors' decisions and actions were clearly stated. But
occasionally they seemed ambiguous -
"l have therefore asked her to take !l. n.o.c.t.e.





ever in any doubt?
really been issued that day, and were the family doctors
So in the interviews the doctors were asked if they ever
found the follow-up letters ambiguous about whether the hospital doctor had
actually written a prescription for the drugs recommended for the patient.
The GPs confirmed that the researcher was not alone in her puzzlement -
amost three-quarters of the interviewees admitted to being uncertain at
times:
"Well yes, sometimes they are ".,
"Oh well yes, I mean that's often the case ... "; and
"Oh yes, invariably "
qUotation)
The problems applied to both follow-up letters and letters about new patients,
but there were two reasons for the dilemmas which faced the family doctors.
The first was the imprecision in the meanings in the letters, and the second,
the patients' unpredictable behaviour. And note, the doctors' comments applied
to outpatient letters from all specialties.
First, imprecise meanings in the letters: the following sample of
reflects both the uncertainty in the recipients' mind and their concern for the
patients' welfare.
"They say "We suggest this patient should have ••• ", or "Such drug
will give such an effect.". They don't say if they've prescribed
them or whether they want you to prescribe it •• , I spend a lot of
time chasing patients up and saying "Right, you know the consultant
said you've got to have those. Have you got it, did he give them to
you, or is he expecting me to give it ... " (Doctor 1+2).
"Sometimes it is the language that sounds ambiguous - "I have
prescribed " That should mean "He's got the tablets." but it
doesn't quite often ••• It means that you follow-up a doubtful letter
usually with a 'phone call, very rarely a visit, to the patient. And
if they come in you have to do this tactfully because you want to
imply that there is full co-operation between Doctor X and yourself ••• "
(Doctor 39).
"Some of the consultants put "Would you prescribe ••• ", others put
sometimes "I put the patient on such and such." and it was nothing
of the kind. You see the patient a week later and you assume from
the letter that they are already on the tablets and they're not. And






















"One or two times I've actually rushed out to see a patient
when he wasn't on the 'phone thinking that I was going to give
a prescription to find that they had one which was a bit of a
nuisance ••• " (Doctor 16).
Opinions about the hospital doctors' practice of writing out prescrip-
tions were offered by only a few general practitioners. Two senior partners
admitted to being "of the old school" which believed that the consultants'
role was just to advise, and the task of prescribing belonged to the GP.
On the other hand, another senior partner felt it "an awful nuisance" for
both the patient and the family doctor if the patient had to visit the
practice to pick-up the tablets. Two younger doctors said that they did
not mind who undertook the prescribing as long as the decisions were clearly
stated.
Second, patients' unpredictable behaviour: many GPs routinely asked
their referred patients to return to see them after the first hospital
attendance so any uncertainties about drugs were 'ironed out' then. The
consultants too, instructed the patients to see their family doctor in a
week's time to collect a prescription. However, the patients (especially
follow-ups) did not always 'take in' this advice nor clarify with the
hospital doctors just what course of action they were to follow. This could
result not only in prescriptions being uncollected but also dosages being
incorrectly taken, multiple drugs being taken out of sequence, and courses
of treatment being unfinished because the patients did not realise that they
had to contact their GP's surgery to renew the limited prescription issued
by the hospital. The interviews contained anecdotal examples of each of
these misunderstandings. Two doctors also commented on how outpatient
prescriptions were sometimes written after the hospital pharmacy had closed
and the patients then discovered that the chemists were unable to dispense
them. This meant a visit to the surgery to have a Family Practitioner
Committee (FPC) prescription issued.
So, while the GPs were generally well satisfied with the outpatient
correspondence, the sections in the letters about medications were a weak
spot. The family doctors tended not to mind who prescribed the drugs so long
as there were precise statements about the decisions or actions taken. The
following phrasing was suggested by one doctor: "Today I have prescribed so
and so for dispensing by the hospital pharmacy ••• " •
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iii. Discharge notes and summaries. While the interview questions
were specifically about outpatient letters, 17 doctors (that is, more than
one-third of the interviewees) expressed disquiet over the inpatient
discharge notes and summaries. Their comments were not directed at the
quality of these communications but at the delays.
The doctors distinguished between the notes and the summaries. In the
discharge note* the house physician or surgeon informs the family doctor
that his or her patient has been discharged. The diagnosis, treatment and/
or recommendations, information given to the family, and any outpatient
follow-up plans are noted. Ideally the GP will receive the note within 2~
to ~8 hours after the patient has left hospital but sometimes the system
breaks down.
"It can be very embarrassing when patients come out, say you sent
them in with a coronary and they come out and it is not until the
wife rings you up, or you see the wife in the street that you know
they're home and they've been home for a week waiting for you of
course to drop in and see them." (Doctor 37).
This doctor recognised the delay or oversight in dispatching discharge notes
to be a chronic problem. "Every now and again it is mentioned and things
get better and it slides again."
The delayed arri\61of the discharge summaries (which are also written
by junior doctors) created different problems for the GPs - they were unable
to discuss with the patients the details about their hospital experience.
One doctor's narrative was particularly evocative of the embarrassment which
resulted.
"It does seem to me that an incredible amount of time may
elapse between a hospital inpatient being discharged and the
final letter reporting the illness being received. Sometimes
it's up to two months, and the patient keeps pounding around
to one's door saying "Well have you heard all about my illness?"
which is a great drama in their lives, and it sounds pretty
disinterested to say "No, no they haven't come through." and
one makes excuses about typing pools and this sort of thing."
(Doctor 34).
*At the time of the interviews the discharge note was a coloured slip of
paper. However a more elaborate discharge notification form (A4 size)
had been recommended in a 1975 DHSS Health Service Circular (HSC(IS)97)
















Some GPs were also disturbed that they were not always notified when a
patient died in hospital. One doctor spoke of an occasion when a patient's
husband attended the surgery for himself, and it was only then that he'd
learnt of the inpatient death of the spouse six month's previously.
Yet as Doctor 37 said earlier, unreasonable delays in dispatching
inpatient correspondence is not a new phenomenon. In their 1960 paper
70
de Alarcon et al· showed how no more than 30 per cent of discharge
notes arrived within 48 hours of discharge, and that overall, 90 per cent of
summaries arrived within one to two months. Ten years later two more
studies into inter-doctor communications found the over-riding criticism
d o h of' ° 72,73 H °of the GPs to be about delayed ~sc arge not~ ~cat~ons owever ~t
is not intended to comment in this report upon the reasons why the problem
continues to exist since the fieldwork for the study only looked at
outpatient activities .
In contrast, far fewer comments were passed about delays occurring in the
dispatching of outpatient correspondence. Indeed the regularity of these
letters was praised by some doctors. Difficulties mostly arose when the
patient attended at the surgery too soon after the outpatient consultation.
Usually a full week elapsed before the outpatient letters arrived and some-
times the patients and even the hospital doctors were unaware of this.
iv. Hospital correspondence influencing the selection of consultants.
In view of the GPs' generally favourable views about the hospital correspond-
ence, and their 'attachment' to individual consultants (as shown in Chapter 4),
it was predictable they would feel that lapses in the correspondence had a
minimal effect on future consultant selections. Over half of the inter-
viewees immediately said "No, no .. •", or "I don't think so ... " when asked
if the content or absences of letters (either inpatient or outpatient) from
a firm ever influenced future referral decisions. Even if a doctor replied
"yes" to the question, he usually went on to explain that the content opera-
ted in a positive way - he was more inclined to refer to a particular
consultant.
There was a theme running through the answers - the degree of influence
was related to the individual GP's familiarity with the local hospital's
staff. Thus a recently appointed family doctor was far more likely to be
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influenced by the correspondence than his established colleagues. These
two quotations illustrate the process of becoming familiar. The first
doctor was relatively new to the area:
"You don't know any (consultants) to start off with, and so
you just refer blind, and by getting the letters back and
seeing how the various consultants handle the situation, then
you can see what sort of service you get. But that's a
fairly slow process and it takes you a couple of years at
least before you start learning by that method." (Doctor 11).
To supplement these impressions Doctor 11 sought the views of his
partners and other GP colleagues, attended meetings addressed by consul-
tants, observed from the hospital letters to whom the consultants made
internal transfers, and listened to his patients.
The second doctor was talking with hindsight:
"I suppose it could (influence us), but it's not the only
factor. We know them all as well. After a while you get
to know them and you don't know the consultant just from the
letters he writes, you get to meet them. But in the first
year or two you form opinions really on the basis of the letters
you get back from them." (Doctor 42) •
Once the doctor had assembled his 'portfolio' of consultant prefer-
ences, the letters tended to have a marginal effect. Thus, if occasionally
the GP received a letter which was curt or disappointing it was likely to
be accommodated.
" ••• one must appreciate that we have off days and get a bit
narky with patients at times." (Doctor 2l).
"I think you've got to take the thing in its fullest sense and not
make hasty judgements, and not be silly about him and say "Well,
I'm not going to refer the person to you because you were rude to
me ." (Doctor 8).
However, the GP's portfolio was likely to be modified if a new
consultant consistently wrote pleasing letters (as was demonstrated in
Chapter 4).
"I think it works on the side that if you get good letters, you
tend to sort of think "Well he's a bright fellow and he's
interested and keen. I'll send somebody to him.", rather than


















This final section harks back to the overriding themes in these two
chapters: how does the personal style of the general practitioner affect
his interactions with his hospital colleagues, and is there a consensus
among GPs that the consultants are enacting an appropriate role in the
management of their patients? Material relevant to these two themes was
expressed in the answers the interviewees gave to the question "If you are
unhappy about the way the hospital doctors are managing one of your patients,
do you let them know?" •
The question came at the end of the sequence on hospital correspondence
(see Appendix 1), and so the GPs had been reflective already about their
expectations of the consultants. So it can be assumed that their responses
to this question were considered •
The answers showed that first, the occasions when an unsatisfactory
hospital situation exists are infrequent, and they can occur for inter-
related reasons. Secondly, the GPs do have individual ways of coping with
these situations.
i. Frequency, and reasons for unsatisfactory hospital situations. It
is essential to realise that instances when a GP was faced with an unhappy
hospital situation occurred infrequently. Of the 40 doctors to whom the
question was put, 28 incorporated in their answers phrases such as:
... "No, very seldom. I suppose twice a year ".... ~
c
"It happens very rarely by the way.";
" ••• very occasionally I would think ••• "; and
"I've never actually had that sort of problem in fact (in two
years of practice).".
Indeed, not one doctor suggested that such events happened with any
regularity.
Two types of unsatisfactory situations can arise. One is triggered by
inept comments or ill-judged decisions taken by the hospital doctors (in the
view of the GP). Eighteen doctors talked of situations which had been mis-
managed usually by junior members of a consultant's firm.
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" ••• they're not being looked after by one person. I mean
there's a whole string of people right along the line "(Doctor 10).
"It's usually the junior staff who have either upset them or have
told them to come back but can't produce a good reason." (Doctor 19).
But the consultants too, could make ill-judged comments to patients or
recommendations over treatment.
The other type of situation occurs when a patient takes umbrage at a
hospital doctor's behaviour or is disillusioned by the treatment he or she
is receiving. The family doctor may not share the patient's opinion.











one gets the situation in which a patient isn't happy and
for a second opinion and this is more a clash of personalities
a clash of diagnostic skills." (Doctor 44).
"I think that the patients who are ••• unhappy, these are patients
who are no matter who looks after them, they are that sort of
patient. I don't think any of my patients are badly
mismanaged." (Doctor 36).
"What generally happens is that the patient comes back and says
"I can't stand that bloke, let's go somewhere else ••• " (Doctor 9).
ii. Ways of coping with unsatisfactory hospital situations. The doctors
appeared to cope more easily with the hospital-triggered situations than those
arising from patients' disappointed expectations. If the hospital's misjudge-
ment applied to an outpatient then the GP was most likely to write a note
to the consultant.
"I think if they are being incompetent or have missed something
obvious then I write a little letter when the next appointment's due,
or alter the appointment, bring it forward and send in another letter
or 'phone them up." (Doctor 29).
" ••• and if the patient hasn't got to be seen for six months and it
seems that we haven't got the thing under control, or whatever the
situation is that doesn't satisfy me or the patient, I will often
write (on personal notepaper to the consultant) ••• " (Doctor 28).
"And I write another personal letter to the boss whom I admit doesn't
always read it ••• If I'm really worried about anyone then I'll go
up and see the boss person ••• " (Doctor 26).
I
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When family members drew the GP's attention to an unhappy inpatient












" you send a patient in es an inpatient and then you subsequently
get feedback from the family, the family are unhappy about things
and so you inquire, and generally a direct word with the consultant
sorts it out very amicably all round." (Doctor 37).
"I might you know, sort of try and pick them, ••• catch them and
say "I saw Mrs So and So on the ward and doesn't seem to be getting
on very well, does she?", then hope they'll say "Oh well,
we'll perhaps get so and so to see them ... " (Doctor 25) •
If a patient has become disillusioned by his hospital experience the GP
can either intercede by speaking with the consultant or else re-refer the
patient for a second opinion. Re-referral was the usual course of action
adopted by most of the survey GPs. As one doctor put it "I think it is a sort
of sacred right of everybody to have a second opinion and I would in no way
hesitate." .
The etiquette of re-referral includes informing the original consultant
of the decision. In the second of these next quotations the doctor was
candid about how he explained his actions.
"The patient comes to me and looks a bit worried and I look a bit
worried and they say "Can they see someone else. ". Then I drop a
line to the consultant saying I hope they have no objection to the
patient being referred to someone else. And from which you don't
always get a reply." (Doctor 39).
"There are other (consultants) in whom you know you've got no
alternative but to say "Well I think perhaps we'd better get some-
body else's opinion about it.". And this is always difficult and
then you've got to let the consultant know that you are getting
somebody else's opinion, and you will put the blame on the patient
of course." (Doctor 41).
However, the interviews revealed that not all of the GPs conformed to
this etiquette. Furthermore, some doctors did not even re proach the hospital
about events which the hospital doctors had 'mis-managed'.
iii. The GPs' personal styles of coping with unsatisfactory situations.
There was a spectrum of coping styles evident in the transcripts*. At one end
were two forthright doctors who either had no hesitation in contacting the
consultants, or when re-referral decisions were taken, not only informed the
consultants but also notified them about the outcome.
The speakers of the quotations in this sub-section are not identified •
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" I don't find any of these communications a problem so long as
you choose to take the trouble to ring the fellow concerned. And
often you find when you ring the consultant that he's unaware of
what's going on in the department."
" I always make a point on the rare occasions that an error has
been made of saying "I'm sure you would like to know this." In
most cases the consultant's incredibly grateful for having it
pointed out to him. Just occasionally the consultant takes umbrage
but that's bad luck."
This doctor felt his actions were justified since consultants receive so
little feedback about their failures as "most general practitioners don't
like trotilie therefore they don't tell the consultant.". In contrast, if a
GP makes a mistake the whole street if not the whole town gets to hear
about it.
Another group of doctors took a middle line. They informed the original
consultants when re-referring even though they felt awkward about offending
their hospital colleague.
"You get a patient who wants another opJ.nJ.on then I am in a bit of
a fix because I've got to send them to another person of similar stature
I can't send them to the same hospital very well because it's rather a
slap in the face isn't it."
"This is not uncommon in women who have recently had babies. For
some reason they have taken umbrage with the consultant they're
under ••• This is very difficult really because whatever you
say you are going to offend ••• "







Some interviewees confessed that they did not notify the local consultantsj
re-referring patients elsewhere. For example:
"If I refer them, no I don't, I must admit. I don't let them
know. It; and
"I've just tended to keep my mouth shut and not bothered, and if the ~
patient's unhappy then I think I've taken the weak line out of it and .I
asked for a second opinion from one of the big teaching hospitals
and gone around it that way." .,
IIiI
To these doctors must be added others who even chose to aVDid the risk













"Yes I have often on occasions (wanted to get in touch) then I
have thought "I have got a good relationship with the hospital
I don't want to spoil it."
"It's difficult ... I would say in general I have tended not to
do this (contact the hospital) and I suppose the longer I remain
here, the more I'm tempted to do it. Sooner or later I will do it."
". •• I would advise the patient that it was pointless in him
returning and ask the patient to cancel the next appointment without
trying to stir up anything."
The last five quotations were from doctors whose ages were widely spaced
and, likewise, their years of experience in the district. And so, while this
chapter has shown a consensus amongst the survey GPs that their relationships
with the consultants were favourable, no uniformity was found in the ways the
individual doctors interacted with their hospital colleagues when problems
arose .
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DECISION-MAKING
KNOWLEDGE OF THE HEALTH
CARE SYSTEM
(a) Judgement of specialties
and specialists
(b) Availability of r.sources and
organisation 0' services
DECISION
<Cl Confidence in clinical jUdgement
PROFESSIONAL QUALITIES
Cb) Medical practice
(d Sense of prOfessionalism
Ca) Int.ractional style
PERSONAL STYLE













The framework of the referral process around which this report has been
organised was developed while transcribing the tapes of the interviews.
Listening to the doctors' answers to the interview questions it seemed that
many of their replies consisted of a jumble of pertinent points. For
example, when asked how he selected the consultants for his week-long
referrals, a doctor might raise waiting times, the availability of peri-
pheral clinics and his own familiarity with certain consultants.
The framework, while inevitably imposing some element of artificial
order on the material, has grown out of it and proved its worth in organisa-
tional terms. (The chapters formed discrete units and they incorporated
virtually all the material from the 45 interviews.) It can be confidently
concluded that each of the three blocks of variables in the framework -
Professional Qualities, Knowledge of the Health Care System, and Personal
Style - impinge upon the general practitioners' referral decision making*.
In this final chapter the most noteworthy of the findings in relation to
each block, and their implications are discussed.
1. Professional Qualities - Utilizing information provided by diagnostic
investigations
It was serendipity in the great research tradition when the survey's
statistical data revealed that doctors in health centres or similar premises
were much more likely to request biochemistry tests than doctors in conven-
tional premises. The interviews then confirmed that GPs are not uniform in
their reliance on these tests. This finding that such differentials in use
of the biochemistry services exist came as a surprise since relevant refer-
ences are both rare in the literature and briefly statedlO,ll They had
provoked little discussion, though an editorial in the Journal of the Royal
College of General Practitioners on "The clinical laboratory and general
practice" noted that
;,
The reader is reminded that a separate theoretical paper about the inner
circle of the framework -'A model of referral decision making' - is
available from the author. A second paper analysing the observational
material collected in the outpatient clinics is also available.
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"Most of the laboratory investigations arranged by general
practitioners are for 'routine' haematology or urine tests,
or for cervical cytology. The number of biochemical esti-
mations requested is, by comparison, small. The need for
biochemical investigations in general practice is less than
the need for haematology and urine tests, but it is possible
that the advantages of biochemical investigation are not
sUfficiently appreciated by general practitioners.,,74.
And apparently, general practitioners make equally varied use of bacteri-
ology investigations. This was shown in an analysis of the numbers of
vaginal swabs, faecal specimens, throat swabs, and urine specimens requested




Usually when studies have looked at doctors' investigation rates, they
have singled out a specific service (for instance all radiology requests)
or single examinations such as barium meals, or else they have added
together the usage figures for different services. The next step in these
analyses has been to correlate the usage figures with broadly stated doctor-
related variables such as practice size, years of experience, and place of
training, with the predictable result that no significant causal relation-
ships have been observed, except a tendency for younger doctors to be more
frequent users of the total pathology services (see the literature reviews
in the Interim and First Reports of this studyl,2).
Vast American studies of community
recently appeared in Medical Care76 and
practice using this approach have
77*the New England Journal of Medicine
J
..
Both papers ended inconclusively, their only significant findings being that
general practitioners order fewer of each type of investigations than
internists, and that years of experience were inversely related to laboratory
and tomography (a radiological investigation) use. The authors of these
papers could do little more than speculate on the reasons for, and effects
of, these differing patterns and lack of pattern.
A clue to the inconclusiveness of such studies may well lie in the form
and function of the investigations themselves. For example, pathology tests,
radiological examinations and electrocardiography (ECGs) measure different
*The first study examined 55,420 visits by Medicaid recipients to 336

















phenomenon and therefore have differing diagnostic functions. Further-
more the results of these investigations are made available to the
diagnostician in contrasting formats. The general practitioner will
receive a written account of the radiological findings, most pathology
results will be in a numerical format which the doctor has to interpret,
while an ECG tracing requires pattern recognition. A doctor not trained
formally in the interpretative skills of new kinds of numerical data or
pattern recognition may be inhibited from acquiring these skills in a
vocational setting, or lack confidence in applying them.
Of course, conventions in the use of established investigations can
change as the epidemiology of a disease is better understood. For example
a survey in Lothian78 showed that urine analyses for symptomless men of
45 with raised blood pressure were less likely to be done by GPs who had
qualified after 1954 rather than before*. Again the Lothian survey found
that doctors who qualified post 1970 were less likely to request an
intravenous urogram (IVU) than their slightly older colleagues. In the
present study too, it was found that the hospital doctors requested IVUs
for outpatients less frequently than was anticipated from the literature.
This was partly due to a policy operated by the survey radiologists and
physicians. They agreed that IVUs would not be requested for hyperten-
sive patients over the age of 40 unless there were indications of renal
disease or damage, and/or a failure so far to control the hypertension.
There are several glimpses in the transcripts of how the GPs assessed
their own capacities for using ECGs and biochemistry tests. It will be
recalled that the general practitioners were asked if they ever made referrals
for special investigations which they could not request themselves. ECGs
were identified as an example. Twenty-six of the 45 doctors (58 per cent)
explained that they could do ECGs in their practice premises, while five
other doctors had access to an ECG machine in a nearby general practitioner
hospital. However, what was noticeable in many answers from doctors with
and without such access to machines, were reservations about their ability
to interpret ECG tracings. Some had learnt to limit the medical conditions
for which they would interpret the tracings confidently.
;,
Dollery et al. examined records of hypertension clinics in three University
hospitals79 • Urine cultures were done for 379 patients and produced 12
positive findings, that is, a percentage positive rate of 3.3 per cent.
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" I use it now very carefully under sort of distinct
conditions of which irregular heart rhythms is perhaps the
most obvious. And under those conditions I think I know what
I'm going to see and how to interpret it." (Doctor 16).
"Yes I think the great thing about reading ECGs is that you
must know your limitations. And you know, one does really.
Every GP's knowledge of reading ECGs must be strictly limited
because we just don't get the same experience ••• " (Doctor 22).
To overcome this problem, some doctors sought the advice of colleagues.
Six doctors mentioned that if they were uncertain about a tracing then they
would seek advice from hospital colleagues, either by referring the patient
or showing the tracing to a consultant. On the other hand, four doctors in
two group practices commented that while they were not sufficiently
skilled at interpreting all ECG tracings, their partners~ experienced.
"I look at them and then I have to get someone else to read
them. I'm not very good at ECGs but there are so many of
them here who are good at it .•• " (Doctor 42).
"Well ECGs we can do here. I'm not very good at reading them
but fortunately I've got two partners who are ••. " (Doctor 30).
And the latter doctor remarked that his practice requested noticeably fewer
domiciliary consultations once they obtained their own ECG machine. More-
over, his partners found their ECG machine invaluable for assessing "patients
coming into the surgery who look pretty ill and appear to have dysrrhythmia"
and "coronaries on patients who've walked into the surgery •.• ".
It was the doctors without easy access to an ECG machine who made the
most telling comments about acquiring expertise in this type of pattern
recognition (assuming an open access service was available*).
" ••• it's a question of familiarity with what you're doing.
A lot of us are rusty about things like ECGs and it takes a
great deal of study to understand what's going on. So it
would be nice if we had access to such a service ••• " (Doctor 4).
" ••• So we were not brought up to read ECGs .•• I can tell when
an ECG is normal, I can make a stab at a guess whether it is
abnormal ... If I had open access to ECGs I would certainly get
some patients done and I would refer to my books. I would have
to do a little brushing up of knowledge." (Doctor 32).
~';
About one-quarter of the interviewees said they would appreciate having open
access to an ECG service, though not all of these doctors were positively

































" I'm not sufficiently skilled (to read unreported tracings).
I could make myself. It's only a little knack that you could
learn. I could tell you if a person's had a coronary but I
find it difficult to interpret pericarditis and some drug
reactions on it ••• " (Doctor 26) •
General comments in the transcripts about biochemistry use were far
fewer and more elliptical. It should be remembered that the researcher
did not become aware of the doctors' varying propensities towards bio-
chemistry work until after the interviewing was completed, so that any
relevant comments were unprompted.
One doctor mentioned that he was not terribly investigation-minded in a
biochemical sense, but supposed he was "changing a little bit now". Another
spoke of hospital letters which were vast and contained "the results of a
whole mass of investigations many of which mean very little to us". One
senior doctor though, did touch on the problems of interpreting biochemistry
results especially since the conversion to Standard International (SI) units.
"The path. service is very good but everything has been
restructured you know. It's all about millimoles and so on
now and we certainly have the normal range card but it struck
me that it would be so simple on the form to put in brackets
the normal range of these electrolytes ••• It would save a
lot of time looking them up." (Doctor 34).
The thrust of this discussion about the GPs' use of investigations
leads to two fundamental questions: How do family doctors keep up-to-date
about investigations which can be useful in general practice (as opposed to
'sophisticated' hospital diagnostics)?; and, Does it matter if the family
doctors do not incorporate technical information into their diagnostic
decision making?
So first, how do family doctors keep up-to-date about investigations?
It seemed reasonable that the Journal of the Royal College of General
Practitioners would offer insights in view of the College's deep commitment
to upholding standards in general practice. Indeed the Journal is sub-
titled "The British Journal of General Practice". However, in five years
of monthly issues (1976 to 1980) there were ~ papers devoted to recent b••~
advances. In contrast, the British Journal of Hospital Medicine carries a
series entitled "Measurements and their meaning" in which topics such as
blood sugar levels are discussed 80 • The issues of the RCGP Journal did
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contain papers about other types of pathology investigations and radiology
examinations, and of course there were the disease-specific and drug-
specific papers which incorporated references to biochemistry tests. But
the authors of these invariably assumed that the reader was already a
regular user of the tests and that there was thus no need to spell out
the meanings contained within the measurements.
It is also noteworthy that the manual for vocational training, The
Future General Practitioner19 , prepared by a working party of the RCGP,
contains only rare references to the use of hospital-based investigations.
Yet in 1978 the RCGP Journal was anxious that biochemical investigations
were not sufficiently appreciated by GPs: "The need for biochemical
investigations in general practice is less than the need for haematology
and urine tests, but it is possible that the advantages of biochemical
investigations are not sufficiently appreciated by general practitioners"
(op cit).
Admittedly, even if this Journal had carried such articles the majority
of general practitioners would not be likely to see them. When the inter-
viewees were asked about their reading habits the British Medical Journal
was most often mentioned as being read or scanned, followed by the
commercial journals such as Update, General Practitioner and Pulse.
The survey's data suggest however, that certain doctors do keep up-to-
date about useful investigations via the assimilation of ideas from coll-
eagues, rather than by private reading or formal tuition at refresher
courses. One senior partner attributed his familiarity with biochemistry
work to the discussions he had had with a younger colleague.
"From my partner I think ••• Almost all that I do know about
sort of vitamin levels of the blood is from what X tells me;
most of the up-to-date biochemical tests I think he's taught
me. I see them in the letters and I say "What's this all about X?'
and he tries to explain to me ••• " (Doctor 16).
A doctor in another practice made a similar point about the help given by a
newly qualified partner.
" ... if I don't understand an ECG or the results of investi-
gations I will often have a chat I should think several times
a week. I think he does it with the others to ••• Very often
on purely technical things which he has been into in greater
depth, he is very useful. He can clarify what to do about a
particular blood result or whether you want to investigate














The data about the biochemistry use over the 13 survey weeks lend
support to this informal mechanism of assimilation. Doctors who had been
qualified for over 20 years were more likely to be regular users of the
biochemistry services if one of their partners had relative~y high usage
figures (see below). On the other hand, senior doctors who were infre-
quent users tended either to have like-minded colleagues or else were
single handed. Furthermore, some partners in these low-use practices
were young, which suggests that recently qualified doctors have differing
thresholds of receptivity. Indeed the assimilation process may be
reversed in certain practices, with the older doctors impressing on younger
colleagues the need to rely on their "clinical judgement".





requests in 13 weeks, 1977
Up to 7 requests
(median approx. 1 request)







of requests by partners
within each practice
range 1 - 25{'
median 6




















Note that the second highest figure was 14 requests •
(The family doctors also assimilated innovative ideas from their consultant
colleagues, but evidence of this type of interaction is described in the
later section about general practitioner/hospital doctor relationships.)
This leads us onto the second fundamental question: Does it matter if
general practitioners do not embrace technical innovations, or rather, the
information which these innovations provide? In the minds of three inter-
viewees the answer would seem to be "No" because these senior doctors placed
great store on their clinical judgement. The first two were talking about
open access to an ECG service .
"As a GP and an old fashioned GP I believe in using my ears,
my eyes and my hands as much as possible. And I was taught
this way ..• we were taught that x-rays though helpful, were
only a mass of blobs of a piece of celluloid. I was taught that
Path. report, blood or haemoglobin or something like that is use-
ful but you've got to bear in mind that it might be wrong and if
you decide clinically that there is something (wrong) with the
patient and the test doesn't confirm this, treat your diagnosis
as right until proved otherwise ••• " (Doctor 32) •
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"Qui te frankly I'm a great believer that more than half the
battle with any investigation as to its validity is the
question of interpretation .•• I think wrong interpreta-
tions are very often given on such matters as an ECG if the
physician has not got the patient in front of them ..•
Another argument is "Could you train yourself as a GP to
read ECGs adequately?". Now here again I tend to think
this is a bit of a dubious exercise ••• " (Doctor 31).
" You come to rely more on clinical judgement which I've
discovered over the years is dien much more reliable than
the actual tests that you get done. And I may add that the
tests that are done, are done in great profusion. Ninety
per cent of them are totally unnecessary and all of them
extremely expensive." (Doctor 26).




these doctors could be excellent. There have been experiments to match
actuarial (stepwise) computer diagnostic programmes against clinical or
artful (non-logarithmic) human judgements, but to develop these computer
programmes the researchers have had to depend upon authoritative clinicians'
views on the appropriate sequential steps for solving the diagnostic Iproblems.
IThese exercises have revealed interesting variations between specialists
, h' f' d I h 'd 1 81 h ' I'ln t elr own art ul JU gements. n a t yrol examp e , tree specla lStS
were pitted against a computer programme. There were three possible causes :lI
for the clinical manifestations and the doctors were permitted to use a
full range of tests. Widely different diagnostic paths were taken by the
clinicians. One doctor reached the correct diagnosis after selecting four
tests, the second doctor needed nine tests, while the third had still not
reached the correct diagnosis after twelve. (The computer made it in six
steps. )
There is also evidence which suggests that in general, family doctors'
diagnostic decision making based solely on clinical judgement is not as
reliable as decision making which incorporates information from investiga-
tions. The diagnosis of myocardial infarction (MI) was tested in a trial
in Rotterdam 82 . Fourteen general practices participated and 1,343 patients
with relevant symptoms were included in the study. The general practitioners
reached an initial diagnosis after assessing the patients' history and symp-
toms and carrying out a simple physical examination. All the patients were
then seen twice by a technician who recorded standard ECGs and took blood
I
samples to measure the enzyme levels. Altogether 7 per cent of the patients



























What was remarkable were the false positive and false negative rates
for the diagnoses made using clinical judgement only. According to the
technical criteria the GPs as a group 'misdiagnosed' 30 per cent of the
139 patients who had definite or possible MIs (the false negative rate). In
addition, they 'misdiagnosed' MIs in 30 per cent of the 1,204 patients who
were subsequently cleared after investigation (the false positive rate).
The researchers, van der Does, Lubsen and Pool noted that the findings
pointed "to an unexpectedly low diagnostic accuracy". They observed that the
GPs were attaching much,possibly too much weight to abnormal signs* in making
a diagnosis of acute myocardial infarction. Thus they concluded:
"••• the variability of presentation of acute myocardial
infarction in general practice is so great that the senses
and few simple tools on which the average practitioner has
to re-lY in making his diagnosis are insufficient regardless
of the skill and experience with which they are used" (82 page 408).
This phenomenon of prematurely closing on a diagnosis after observing
'abnormal' symptoms is almost certainly a reflection of what has become known
as the 'representativeness bias' in behavioural decision theory. Tversky
and Kahnemann83 have shown that people tend to ignore base rate frequencies
relative to case specific information, exhibiting over confidence in their
ability to draw inferences from the sample (often of one) which they encounter.
Surveys of GPs' strategies for managing hypertension have likewise
found that some doctors are prone to treating raised blood pressures after a
single reading especially if the patient has symptoms such as headaches,
84 85 .
vertigo or dyspnoea' Yet the convent10n in screening programmes is to
take mUltiple readings before confirming that a patient is hypertensive 86 ,87
Furthermore, two studies of popUlation samples (one in Glamorgan8B , the other
the US Health Examination Survey89), have shown that the prevalence of head-
ache/migraine among hypertension sufferers is no greater than in patients
with 'normal' blood pressures. The same applies to symptoms of tinnitus,
nose bleeds, and dizziness (except in patients with very high diastolic
pressure) •
It is not just the clinical judgement of general practitioners which can
produce unexpectedly high false positive and false negative findings. A
ic
Notably rales, signs of congestive failure, cold clammy skin, and systolic
blood pressure of less than or equal to 100 mm Hg •
- 148 -
hospital-based American study of deep vein thrombosis (DVT) produced an
astonishing false positive rate90 • Inpatients and outpatients with
clinically suspected DVTs were transferred to consultants who operated a
Thromboembolism Programme in four hospitals. DVTs were clinically con-
firmed in 516 patients and nearly all were then investigated by ascending
venograms. In 58 per cent the venography was negative yet without this
screening the patients would have been treated in hospital with anti-
coagulants. What particularly distinguished the inquiry was that the
investigators costed the clinical decisions/investigations and concluded
that diagnosing deep vein thrombosis according to clinical judgement alone
is cost ineffective despite the apparent saving in test expenditure.
The above study has been cited because of its direct relevance to the
question posed earlier - Does it matter if general practitioners do not
utilise the information provided by technical innovations? The data in the
present referral study cannot answer the question but they contain formid-
able hints. It was shown in the First Report that the GPs' provisional
diagnoses in the referral letters which were based on investigatory work-
ups (the 'fully' developed hypotheses) were much more likely to be con-
firmed in the outpatient clinics than provisional diagnoses determined by
clinical judgement alone (the 'weakly' developed hypotheses). Moreover,
one-quarter of the latter group of patients were not found a diagnostic
cause by the hospital doctors compared with only 7 per cent of patients in
the 'fully' developed hypothesis group.
And in Chapter 2 of this report we saw how GPs not only work up their
referred patients in contrasting ways, but that some of the doctors also
manage themselves certain endocrine conditions traditionally referred to
hospital. These doctors are regular users of the biochemistry services.
If the question Does it matter? is to be answered, criteria have to be
selected against which alternative patterns of practice can be evaluated.
In view of the financial state of the National Health Service, the criteria
must surely include cost-effectiveness. There is a developing methodology
for conducting such evaluations91 • What are required therefore, are two
complementary lines of inquiry. The first needs to look at the effective-
ness of general practitioners' unaided clinical judgement compared with
clinical judgement in conjunction with investigations. The second needs to








practice (with comprehensive investigatory and advisory back-up services) as
opposed to hospital-based management
In 1981 an editorial in The Lancet characterised the patient-doctor-
consultant relationship in the following way:
...
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"Most consultations in medicine bring a patient who is seeking
help into contact with a doctor who is able and willing to
provide such help. There is thus a mutually agreed contract
in which the patient requests that his chances of death or
disability shall be reduced and the doctor agrees to do his
best to bring this about. The doctor of first contact then
uses his or her professional jUdgg~ent to decide whether to
ask a named colleague for advice" •
Apparently unexceptional but, note the implicit assumption: that the patient
has simply requested help to have the chances of death and disability
reduced and has no preferences about how this should happen. If he or she
does have such preferences how does the doctor of first contact take these
into account?
It was not within the scope of the present inquiry to interview patients
who had been referred. Over the years there have though been numerous
studies of attitudes towards sickness and towards the health services. Two
noteworthy recent publications are the national survey of 1,000 people and
their 543 doctors by Cartwright and Anderson93 , and a phenomenological study
94by Locker who personally interviewed a small group of mothers (six) on
up to six occasions. Neither study actually focussed on the referral pro-
cess however, references to it being rather coincidental •
Morgan, though, in his interviews with 106 psychiatric outpatients22
(see page 45), did pursue their expectations regarding the referral. The
great majority of the patients suffered from persistent and troublesome
problems which affected their daily life and it emerged that most were given
little information about their destination on referral.
"Not infrequently, patients were referred without explanation or
guidance and consequently had little idea of what to expect. Some
had been told they were to see a 'nerve specialist', others, a
'consultant' or even 'my colleague, Dr.X'. Many patients were
surprised and sometimes distressed to discover, on arrival at the
clinic, they were to see a psychiatrist." (22 pages 29/30) •
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Morgan felt that the lack of preparatory information probably had a
deleterious effect on the consultation with the specialist. The
patients were "liable to react by disguising or denying relevant prob-
lems, occasionally protesting they were not in any way 'mad' or 'insane'
••• " (ibid). Since the psychiatry specialty is notable for having by far
the highest rates of defaulting new and review outpatients 2 such adverse
experiences may be frequent.
While it must be stressed that these particular comments cannot be
generalised to other specialties, there is reason to believe that in the
medical and surgical specialties patients may also be disappointed, even
disturbed, because the type of treatment chosen by the consultants did
not match their preferences. Experimental research suggests that there
are significant differences in the values of hospital doctors and patients
regarding disability and death (Rosser and Kind48 ), and treatment alterna-
tives (McNeil et al. 47 ) - see pages 99 - 102. The latter assessed the
risk preferences of patients suffering from lung cancer. They found that
some were risk averse to such an extent that they would, by implication,
have preferred radiotherapy to surgical extirpation. Another team has
now looked at alternative drug therapies with uncertain outcomes and
again patterns of both risk aversion and risk seeking were observed
h . 95 Th . . tud· h . f . Iamongst t e patlents ese ploneerlng s les suggest t at l patlents
preferences (formally, utility functions over life expectancy) were to be
incorporated into clinical decision making they might have a substantial
effect on therapeutic decisions. This is clearly an area deserving
extended research and discussion.
The contribution of the present study in this general area has been
to show that as a rule, a general practitioner does select the consultant
for each referral in an earnest fashion (page 41 onwards). First, he or
she will decide on which specialty is appropriate. This may not always
be clear. Next, the attributes (personal and clinical/technical) of the
known specialists will be matched against the patient's temperament and
medical requirements. However Chapter 4 also revealed that family doctors
are idiosyncratic in the knOWledge they have about the specialties and
specialists and therefore, in the criteria they apply when selecting con-




































Some doctors favoured the surgical specialties for certain condi-
tions while others referred similar cases to physicians. Again, doctors
had a 'portfolio' of consultant colleagues to whom they regularly made
referrals and they could be slow to incorporate a new appointment into
this 'portfolio'. It also seemed that when selecting a consultant for a
patient, doctors were sometimes unduly influenced by the patient's
manner. Consultants too, were seemingly often judged by their general
appearance and manner, even though research into medical problem solving
has not found associations between 'personality' variables and clinical
" 39 40problem-solv1ng measures '
In choosing a specialist the general practitioner has a critical role
in interpreting the patient's preferences and expectations. This applies
particularly when no concordance exists between specialists about the
management of life threatening diseases ~ indications for surgical pro-
cedures. (The breast cancer literature is now referring to "treatment
96hawks" and "treatment doves" .) Although it is well recognised that
inexplicable variations in surgical rates for specific operations exist
"h" 1 1'" 97 db" d "98 h "W1t 1n oca 1t1es an etween reg10ns an countr1es ,t ere 1S now
sound evidence confirming that surgeons individually have differing con-
structs about indications for operations (as opposed to type of operation,
and surgical skil199 ). Bloor established this in his ethnographic study
of ENT surgeons in ScotlandlOO • In Boston, one-in-ten patients listed
for elective surgery under the Medicaid programme were advised against
101
surgery when a second opinion was sought (The negative second opinion
figure for hysterectomies was one-fifth.)
But local information of this kind is elusive and so the general
practitioner has to rely upon personal impressions and hearsay when form-
ulating judgements about surgical specialists. As One young interviewee
remarked:
"Technical competence in a surgeon is obviously very
important. But you only hear that on the grape vine".
Even though there is little doubt that the GPs in the present inquiry
felt responsible towards their patients when selecting the consultant for
a referral, they were none-the-less inhibited about involving the patient
in the decision. As one doctor explained, "No, I don't think I would
(discuss the choice with the patient), because I wanted to pretend that
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In his final column of "By the London Post" in the New England
Journal of Medicinel02 , John Lister expressed regret that general practi-
tioners and hospital consultants in Britain appeared to be drifting apart.
everybody was jolly good". The following section about relationships
between hospital doctors and general practitioners crystallises the
reasons why the GPs felt it invidious to discuss freely the merits!
demerits of their consultant colleagues.
3. Knowledge of the Health Care System - Relations between general





"The increasing emphasis on the importance of primary care in
the community by general practitioners has been accompanied by
a tendency to denigrate the role of the hospital and the
specialists. This development may have been quite uninten-
tional, but there is a distinct danger that general practi-
tioners are drifting apart from consultants and specialists -
a very unhealthy situation for profession and patients. There
is an urgent need to encourage these two major components of
the medical profession to work in harmony." (102 page 1530).
Writing this late in 1980, Dr. Lister may well have taken his cue
from editorials, essays and lectures published in journals such as the
RCGP Journal. (This theme was developed in Chapter 7.) Only two months
I " " 103 h d d b Dr P" 104 .ear 1er L1ster a reporte an essay y • D. erelra Gray ln
which it was proposed that post-graduate education for general practi-
tioners should be decentralised from the post-graduate medical centres
based in district general hospitals. Lister thought that many physicians
would regret the decline of the centre as the focus for all doctors in
the district.
Most certainly the doctors interviewed in this survey did not in any
way denigrate the hospital nor the specialists. The transcripts conveyed
a collegial spirit. These general practitioners valued their'hospital
ties for two professional reasons: first, they were able to share with
the hospital the responsibility for providing care for their patients;
and secondly, the consultants played an educative role. In addition,
personal friendships existed between many of the family doctors and the
hospital staff.
The family doctors were protective of their relationships, hence the













































was primarily to placate the patient or family. In similar vein, these
doctors in general tended to be hesitant in expressing their discontent
if an "unhappy hospital situation" arose, as they did very occasionally
(pages 133-37) •
The criticisms which the doctors expressed were mainly attributed to
organisational deficiences. As one doctor summed up:
"The rapport with the consultants is really so good, so that
if you need help you get it. I can understand why the prob-
lems are there and I c~n't apportion blame. It's just lack
of money and manpower" (Doctor 37).
There were however, four issues which were likely to cause irritation
fairly regularly. They were about inpatient correspondence; references to
drugs in letters; senior house officers seeing new patients; and hospital
circulars detailing waiting times. Whilst the family doctors were well
satisfied with the overall standards of the outpatient letters, more than
one-third of the interviewees mentioned spontaneously that the inpatient
discharge notes,summaries and notifications of deaths were often delayed
for unreasonable periods. The doctors were hampered in their relationships
with, and management of the patients and families. (Delayed inpatient
correspondence is, of course, a recurring problem as shown on pages 130/31.)
Imprecise phrasings in the outpatient letters sometimes caused mis-
understandings as to whom - the general practitioner or the hospital doctor -
was responsible for prescribing the recommended medications (pages 126-29) .
Whilst the GPs in general were ambivalent about the hospital doctors filling-
out prescription forms, they were concerned that both themselves and the
patients should receive clear instructions about what course of action to
follow. For instance, was the patient told to attend the GP's surgery after
a reasonable length of time had passed for the letter to arrive?
The interviewed doctors were aware that the pressures in the outpatient
clinics were such that the consultants were unlikely to see each new patient •
(At the time of the fieldwork the four general medicine firms had no
registrar posts.) While feeling regretful that some of their new patients
would be seen by senior house officers, the doctors found the practice accept-
able though with a caveat. They wanted to be reassured that whenever a com-
plex case was referred for which they desired the opinion of a specialist,
then the consultant would see the patient initially (page 114 onwards) .
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The hospital issues a quarterly circular to general practitioners
which lists the waiting periods for routine outpatient appointments in
each specialty. To understand the GPs' criticism of the circular's
format, it is necessary to appreciate how they choose a consultant.
Chapter 4 demonstrated how for the majority of referrals, the general
practitioner wants the advice of a known consultant. Thus what the GP
needs to know is the length of the waiting time for a particular consultant
so he or she can warn the patient about the delay, or, if the case is
urgent or semi-urgent, the hospital can be contacted to arrange an earlier
appointment. Hence the circular would be of greater use if the informa-
tion was consultant-specific, notwithstanding the problems of quarterly







Consultant-specific information would be advantageous for another
reason: the doctors could keep in touch with the consultant complement in
the hospital. The GPs were notified whenever a new consultant was appoin-
ted, but the doctors could be slow to assimilate the person into their
own 'portfolio' of consultants. Furthermore, the doctors were not sent
consolidated lists of the consultant complement. (One doctor had prepared
his own.) For newly appointed general practitioners the process of
acquiring knowledge about the local consultants was slow.
the other acute specialties possibly because there was less demand for them •
There was a final issue about which the general practitioners felt
sensitive - they did not want to be judged to be abusing the domiciliary
consultation service (pages 79-85). According to a recent working party34
the survey hospital was typical in having extended waiting periods for
orthopaedic and physical medicine routine appointments. So in certain
circumstances, for instance when patients were immobilised with back





be offered a domiciliary
were more easily arranged in





Domiciliary consultations were conducted regularly by the geriatricians
and psychiatrists and this explains why there were so few psychiatric out-
patient referrals in the week-long referral data reported in the interviews.
Since many psychiatric referral decisions contain a sense of urgency, the
P " ab 22,38 h" ub . . f d " "1·G 1S un le to cope any longer , t 1S S st1tut1on 0 om1C1 1ary


























parts of the country. If so, i~ could explain an apparent trend in the
national statistics. When analysing new psychiatric referral and follow-
up attendance figures for England, Williams and Clare observed that the
actual numbers of new outpatient referrals declined between 1973 and 1975 .
But at the same time, the numbers of follow-up attendances increased
Slightlyl05 The explanation probably lies in changing patterns of
psychiatric morbidity and/or care, including a greater management role
being assumed by GPs and other primary care personnel. On the other hand
the trend may be a statistical artefact. The researchers admitted that
they were unable to include domiciliary visits, and the reason is that
statistics about domiciliary consultations are not routinely collected and
published. The time has surely come for this gap in the statistics of all
specialties to be filled. It is noteworthy that even the health districts'
management (at least in the survey health region) do not receive a break-
down of the domiciliary consultations performed within the district. They
merely receive a total charge for each consultant from the regional health
h . 106aut orlty
It was mentioned earlier that the general practitioner valued the
educative role of the consultants. This occurred in two ways: via the
hospital correspondence and in personal discussions •
In the closing question of the interviews the doctors were asked from
what journals would they most likely learn about an innovation such as in
the treatment of hypertension. As a rider, they were asked where else they
might hear of it. Nearly half mentioned the feedback in the hospital
letters. In fact for some, this was their primary source or cue for
amending their prescribing habits.
"I try not to prescribe new stuff unless it's being prescribed
by the hospital ••. " (Doctor 11).
"I mean often one would be influenced in the possible use of
certain hypertensive drugs by the knowledge that one's
colleagues at the hospital have respect for and are using
them. And if they thought they were reasonable for one's
patients, we would ourselves." (Doctor 44).
"If there is an innovation I feel that it gets down to me
soon enough by the practice of my consultant colleagues
and my colleagues here ... " (Doctor 41) •
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Other doctors valued the advice in the letters on how to manage
individual conditions.
"This chap X is very interesting because .•• his replies are
much more a sort of discussion document. He will say "I have
seen this patient and the possibilities are between this and
that but I think on the surface for these reasons it is that
and therefore ••• I think we ought to pursue this line"."
(Doctor 42).
"••• I tend to keep the letters. For example, if I send in a
patient who's got bad ---- and I've tried a certain type of
treatment, he might write back and say '~ell look,in this
instance try such and such. And if that doesn't work then
go on to so and so" ••• I will photocopy that sort of letter
(and keep it for reference)" (Doctor 24).
Face-to-face contact also occurred. Clinical assistantships were
held by eighteen of the interviewed doctors and for some, these posts
provided opportunities for discussing clinical problems and subsequently
feeding their knowledge back to practice colleagues. However, the holders
of certain clinical posts did not have such regular contact with the
consultants. One or two other doctors were often in the survey hospital
to see patients and again conversations were held about treatments. But
the most highly praised forum for face-to-face contact with a consultant
was a peripheral outpatient clinic located in a health centre. A general
physician held sessions there weekly and the enthusiasm of the local doctors
for this scheme was clear.
"Oh it's extremely useful ••• You may have a certain line of
investigation and its useful to have somebody with much more
experience, with wider breadth of knowledge in a specialty
to bounce ideas off ..• It may not be just for referral. It
may be "What's my next turn. What else can I do to find out
what is the matter with this person?"."
"I mean this has been a godsend really because he is a very
approachable chap ••• You know, supposing you're in the middle,
as I was recently, of investigating someone with a thyroid
problem. I wasn't too certain whether this needed an urgent
physician opinion or whether perhaps further tests first ••• "
Other enthusiastic reports exist about outpatient clinics held in health
centres. Papers about 13 schemes were reviewed in the Interim Report to
2this study The success of these schemes lends weight to Dr. Pereira
Gray's proposal that post-graduate education for general practitioners be







































There are other mechanisms for continuing the medical education of
family doctors. One is a formal dissemination of information by special-
ists about diagnostic indications. A team in Texas achieved a higher rate
of cancer referrals after they introduced a continuing education programme
. . . h 1· . . d 1 107ln two localltles. Two ot er loca ltles were monltore as contro groups
In the Bangour General Hospital, Broxburn, a collaborative study is under-
way between the surgeons and about half of the general practitioners in the
area, with the aim of improving the GPs' diagnostic skills when faced with
abd . . 108,109acute Offilnal paln
Of particular relevance to this study is the programme which the
. . dllO ·d 1· ab . d· .survey radl010glsts have recently launche • Gul e lnes out ln lcatl0ns
for many x-ray examinations have been distributed to the local general
practitioners and the radiologists have even held discussions in practice
premises. The same activities have gone on inside the survey hospital .
Indeed, incoming junior staff are unable to request x-ray examinations
until they have talked to a consultant radiologist. The waiting times for
general practitioners' requests for all kinds of routine contrast studies
is now three weeks compared with many weeks at the time of the inter-
viewing. This change would appear to be a direct result of the educational
programme. However, there could be another factor contributing to the
falling-off in the waiting times: even more of the family doctors may now
have ~witched from investigating radiologically to referring patients to
the outpatient clinics with the expectation that they will be endoscoped
(page 27 onwards) •
This brings us finally to the general question which originally triggered
this study: "Do some doctors make unreasonable demands on the investigatory
services and/or the referral services 7". In the First Report senior house
officers were shown to be less efficient outpatient decision-makers than
their consultant colleagues. These junior doctors utilized the pathology
services far more often while their overall discharge rate was almost half.
However there was a wide variation in these doctors' request rates for
pathology tests.
This second report likewise has confirmed that family doctors are also
highly variable in their use of investigations and of the outpatient referral
services. While it has not been possible to quantify the reasons for these
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variations, the interview material suggests that d substantial pdrt of
the answer probably lies in the doctors' cognitive processes - including
their confidence in their clinical judgement and their awareness of the
base rate probabilities of the occurrence of life-threatening events.
(The interviews also revealed that general practitioners have differing
pOlicies about managing chronic conditions.)
What is needed now, is not so much further research to explain why
these varying rates of referral and investigation use exist, although a
lot has still to be learned here. Rather, the related general issue to be
addressed is "Are the differing patterns of medical practice, which
include the doctors' dependency on diagnostic and outpatient services and
inpatient services, more or less cost effective?". It is apposite to end
this report with the words of a young general practitioner:
"Of course, if a practice does a lot of investigations and
manages the problems themselves, then that's a very cost
effective way of doing things providing of course they get
the answer right. But if they also have a very high referral
rate then it's perhaps not so cost effective. It's probably































The decision was made prior to the commencement of the hospital-based
fieldwork described in the First Report, that the study design would be in
two parts - the second being interviews with general practitioners. How-
ever, as the data collected from the hospital departments during April -
June 1977 was complex, it was necessary to impose some 'order' upon it (in
data processing terms) before turning to the second phase of the fieldwork.
Thus the interviewing did not start until the spring of 1978. The last
of the interviews were done in October of that year.
(a) The sample of general practitioners
Each general practitioner who was thought to be in 'full-time practice
during the outpatient survey months and to refer regularly to the survey
hospital's consultants, was approached. Of course there had been some
changes in the family doctor manpower during the intervening 12 months.
Hence doctors who had retired or whose retirement was imminent were
excluded. (There were also some deaths, and departures from the district
in the period.) Likewise, newly appointed GPs were omitted except in two
instances. Thus 66 doctors were formally approached. Of these 45 were
interviewed giving a response rate of 68 per cent which was considered to
be satisfactory*. In the two instances where both a husband and wife were
partners, the wife gave the interview and the husbands were included in the
non-respondent group. The 45 interviewed doctors were members of 24 practices .
Mean number years Types of practice premises:
since qualifying GPs in health GPs in conven-
centre or tional premises
similar premises
Total sample
(66 GPs) 20 21 100% 45 100%
Interviewees
(45 CPs) 19 17 81% 28 62%
Non -respondents
(21 GPs) 24 4 19% 17 38%
Cartwright and Anderson in their recent national survey of general practi-
tioners achieved a 67 per cent response rate using postal questionnaires 93
_._-_._----------------------------------
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Doctors who were interviewed were younger than the non-respondents - by
about five years (see over). Furthermore, there was a high representation
of doctors practising in a health centre and a similar premises among the
respondents. (It will be recalled that in the First Report differing invest-
igation and referral patterns were observed for doctors in four towns whose
surgeries (or planned new surgeries) were either in conventional premises,
or in health centres and a similar premises.) Finally, four of the five
lady doctors in the total sample were interviewed.
(b) The procedures for arranging interviews
To achieve a relatively high response rate it was planned that the
researcher would personally approach each general practitioner in the sample
to explain the purpose of the survey and, if the doctor agreed to be inter-
viewed, a further appointment could then be arranged. So all the practice
premises in the catchment area of the survey hospital were visited anu effo"ts
were made to see the sample doctors briefly. This meant that the purpose of
the visit had first to be explained to the reception or secretarial staff who
relayed the request to the doctors. Although this personalised approach
caused repeated journeys being made to certain practices, the sympathetic sup-
port extended by the doctors and their administrative staff was very hearten-






~In some practices, however, the staff were unwilling to convey the request
for a brief meeting to the doctors or else they were uncertain that such re- 11
quests would be favourably received. So they recommended that letters be sent.
These letters explained how the research was funded by the DHSS and that the
first stage of the fieldwork had already been carried out in the local DGH.
Finally they asked if the researcher could interview the doctor for about 40
minutes. It is of interest that the interview rates varied according to the
ways the initial contacts were made. In the 37 instances where the reception-
ists or secretaries interceded with the GP on behalf of the researcher by
booking an appointment or conveying a message, 34 interviews were conducted
(92 per cent). However, where the initial contact was via a letter the inter-
view rate fell to 38 per cent (29 letters and 11 interviews). It would seem
that in general, staff who felt unwilling to intercede had fairly judged their
doctors to be non-respondents. But occasionally they were surprised - some
























(c) The interview schedule
"as essential that when the GPs were asked for their cooperation they could
be assured that the interviews were of a 'reasonable' length (about 40 minutes).
Secondly, it was clear from the preparatory reading and fieldwork that the
issues impinging on referral decision-making were complex yet it was desirable
"ti) tuuc:h on ;:JS many as nossible during tne interview.
So although the interview schedule was structured (as can be seen in the
pages at the end of this appendix), the researcher did not attempt to pursue
precise answers to the questions which would enable statistical analyses to be done.
Rather the interviews were shaped around these questions, the order being
changed and some occasionally being overlooked so as to allow the dialogue to
flow around each topic. But whenever a new topic was introduced by the
researcher she endeavoured to phrase the questions according to their format
in the sample schedule; that is, to standardise biases as mllch as possible •
(d) The interviews
The estimate that the interviews could be completed in about 40 minutes
was reasonable. About one half (22) were finished within 45 minutes. (The
tapes in the tape recorder lasted 45 minutes per side and ended each side
with a loud click. This was a valuable warning to the interviewer of how the
time was passing.) A third (14) of the interviews did, though, last more than
60 minutes sometimes to the embarrassment of the researcher who was always
conscious of being perhaps too demanding of the doctors' time. Usually the
reason for the prolongation of the interview was the GPs' own expansiveness
about matters relating to day-to-day decision making which they rarely discuss
with their peers nor are written about in the medical press. Only two doctors
did not agree to be taperecorded.
At the commencement of the interviews the doctors were asked to recall the
circumstances which surrounded each of the referrals made in the past week.
(They had been asked to keep a note of their week's referrals when the inter-
view appointments were being arranged, and indeed, with rare exceptions owing
to mis-understandings, the doctors or their secretaries did keep a tally of
the referrals or else the doctor was able to recall his referrals having made
so few. This part of the interview had been piloted with five doctors.)
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The interviewer tried not to in~errupt the doctor's narrative about each
of the referral decisions. There seemed to be two advantages in opening the
interview in this way. First, the doctors, by being able to speak freely
without interruption seemed to relax (and so did the researcher) - the inter-
I
I
view became less threatening.
revealed information and ideas
Secondly, the referral narratives often
about which the researcher was ignorant or had
misconceptions. So it was possible to discuss these more fully later in the
session. Sometimes the researcher explored these ideas in the interviews
with other doctors.
The rationale behind the other topics and questions in the schedule is ::l
described within the chapters of this report. Many of these questions had also
been piloted. There were however, a very small number of questions in the
schedule which were not successful and were omitted from most interviews.
(These are indicated by asterisks in the sample schedule.) Either they were
too vague and cumbersome, or else they were dropped so as to 'streamline' the
interviews.
(e) The analysis of the transcripts*
When setting out to analyse the transcripts, the researcher was concerned I
to fulfil two objectives. The first was to recognise the background 'rules' or
assumptions which the general practitioners (as members of an organisation - thelll
medical profession) take for granted when making referral decisions. In the
sociology literature this method of searching for meaning is called ethnomethod-lI
ology or phenomenology (notwithstanding the debate about the definitions of
these terms).
"A basic concern of the ethnomethodologist becomes the penetration
of normal situations of interaction to uncover the rules and
rituals par·ticipants take for granted." (Denzinl12 page 271).
"These taken-for granted features of conversations are what the
phenomenologists ... have called the background meanings of
social interaction. They are unspoken and frequently only
sensed by the members of society, rather than known explicitly,
so that they are sometimes very difficult for members to
formulate explicitly." (Douglas1l3 page 181).
The second objective was to reassure the reader that the assumptions and
themes which were recognised were in fact, grounded in the data. That is to
j
j
say, the phenomenon had been observed in more than one transcript and there-
3
*The transcripts were verbatim accounts of the interviews. No attempt was made
to edit the tapes because (a) it was quicker to type straight on rather than
stopping to decide what was relevant, and (b) the decision of relevance really :lI















fore could be held to be generalisable at least in a limited sense.
Professor George Brown has written about developing theory grounded in
analysis as opposed to theory grounded in observation and he observed
that:
"One should not, however, forget that in most individual instances
the process is unlikely to be very apparent ••• Is what is sensed
in the individual case compatible with the story created from the
kaleidoscope patterns of the analysis?" (114 page 9).
He also stressed the researcher's responsibilities since decisions in social
research "must involve some element of judgement".
The first step in the analysis was to cut up the transcripts and inter-
view notes according to the questions asked. Then all the answers to each
question in the interview schedule were pasted together on large sheets of
paper (A3 size). (Note that the doctors' code numbers had been stamped
down the margin of the transcript pages so the separated questions and
answers could always be identified. Also carbon copies had been made of
the transcripts and these remained intact for reference purposes.) Of
course, the doctors when answering one question often made comments relating
to subsequent questions. So these comments were cross-referenced on the
large sheets of paper •
The researcher had already developed the referral process framework
(in Figure 2) after transcribing the first eight or so interviews, and this
framework provided the order of the analysis. Thus some questions which
appeared to be related in the interviews were analysed in quite a different
order. For example, the questions on special investigations in the schedule
were analysed in Chapter 3 (waiting times for barium contrast studies, and
open access to gastroscopy services), Chapter 7 (registrars seeing open
access patients), and Chapter 8 (the use of ECGs) •
Each schedule question was analysed in a systematic fashion. First the
transcript answers were read through to recognise repetitive broad themes.
Next they were re-read and, using fluorescent pens of different colours, the
themes within the answers were marked. Then the coloured key statements were
copied onto sheets of pad paper which were headed according to the broad
themes. Parts of one doctor's answer could be copied onto three or more
sets of paper. (These extracts were identified by the doctors' code numbers.)
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The second stage was to read the sheets of pad paper for each theme,
this time looking for underlying meanings or assumptions, and again the
fluorescent pens were used to identify the differing groups of statements.
Finally the sub-section of the chapter was drafted and transcript extracts
were used to illustrate the themes and assumptions being described. Three
or four extracts were thought to be sufficient if only for reasons of
space. Care was also taken to indicate the number of doctors who conveyed
these meanings in their answers and if only one doctor made a particular
point, this was stated. Of course other doctors could have shared these
meanings but not revealed them in the transcripts.
The process was painstaking and time consuming. Whether or not it
was successful only the reader can judge. But hopefully, this exercise
has been a step in the direction sign posted by Dr. Arthur Elstein in his
review paper on research into clinical judgement.
"Studies of the behavior and decision-making of clinicians
in more phenomenological terms might help determine the best
fit of model to task. While there is amply reason to believe
that clinical decision-making can be improved, there is also
warrant for continued study of the aims and behavior of














The General Practitioner Interview Schedule
Referrals in the past week
Can you tell me the circumstances which surrounded each referral
made over the week?
Was this a typical week for referrals?
Did the patient or their family ask specifically or precipitate the
referral decision in any of these referrals?
Were there any patients whom you considered for referral but in the
end decided against or chose to delay the referral decision?
Diagnostic investigations
Were any of the patients referred over the past week already
investigated by either pathology tests and/or x-ray?
(Note that this question was changed into a confirmatory statement
about the use of investigations whenever the GP explained in his
referral decision narrative that he had done investigatory workups.)
Consultant selections
Please, can you go back over the week's referrals and explain how
you made your selection of consultants (without necessarily
disclosing their names).
(Note that again some doctors had explained their consultant selection
criteria while describing the week's referrals. Also with doctors who
were located on the periphery of the catchment area there was a
discussion about how they chose between alternative local hospitals.)
**Do you discuss the selection of the consultant with the patient?
The effects of outpatient waiting times
To what extent are you aware of the probable waiting times for an
outpatient appointment when you
i. make your decision to refer, and
ii. choose your consultant?
~~lp~~110u keep in touch with the waiting times? Are the hospital's lists
Do you have any specific comments about the waiting periods for
medical appointments at the survey hospital (and peripheral clinic
sites where appropriate)?
Special investigations
The waiting time for barium contrast studies has now risen to
10-12 weeks for GP-referred patients.
Has this affected
i. the number of patients you now investigate by barium meals
or enemas?
ii. made any difference to your referral pattern for patients
who you think should have a barium meal or enema?
..
..
* **, The asterisks indicate that these questions were asked in only a few
interviews because either the questions were found too vague or
cumbersome (one asterisk) or else were dropped to shorten the








Do you ever make a medical referral mainly because you would like
a special investigation done which you cannot order yourself
(namely ECGs, gastroscopies, EEGs)~
Would you like open access to any of these services?
If it were possible to operate such a service to, for example, the
ECG department, but it meant that these specific patients might first
be seen by a registrar rather than a consultant, how would you feel?
Consultant selection for specific medical conditions
*If you were making a medical referral for patients with the following
conditions, what factors would determine your choice of consultant?
i. an elderly person who had recently passed out on one
or more occasions;
ii. a youngish man with chest pains on exertion and a raised
blood pressure; and
iii.a lady who, over the past month, has been experiencing
epigastric pain within two hours of meals, and during
the early morning.
GP referral letters
How you you go about writing your referral letters?
(Prompt: daily, weekly ...
type, dictate, by long hand •••
use the standard letter form issued by the hospital
are carbons kept? •••
are the patients' notes used for reference?)
If a patient does request a referral or intimates that he would like to
be referred, is this usually indicated in the referral letter?
Does this also apply when another specialist (for example a radiologist)
has made such a suggestion?
If the consultant's advice or opinion is all that is wanted, and you
would like the patient back to manage yourself, how do you finish
your letter to indicate this reason for referral?
Do you ever feel, having finished the letter, that something relevant
has been left out (for example drugs, results of investigations, or
other medical or social details)?
Would a more structured referral letter form overcome this problem?
If a patient needed to be seen urgently, how would you indicate this?
In what circumstances would a domiciliary consultation be requested?
Are there any medical conditions which you would prefer to manage on
your own once the diagnosis has been established and the treatment
started?
Hospital communications
When you receive a reply to a referral letter are you able to recall
the contents etc. of your original letter to see to what extent the
hospital doctor has done what you asked?
(Note this question was amended if the doctor kept carbon copies of the
letters.)
Do you ever find follow-up letters are ambiguous about whether or not the ~
hospital doctor has actually written a prescription for the drugs he's oil
























Has the content or absence of letters (either outpatient or inpatient)
from a consultant's firm ever influenced your choice of consultant in
sub~equent referrals?
If you are not happy about the way the hospital doctors are managing
one of your patients, do you let them know?
Are you generally happy about the outpatient communications from the
medical firms and how do they compare with other specialties?
How do you usually get to know that a new consultant has been appointed,
and do you like to learn something about them before making any
referrals?
Do you use consultants or departments in any other hospitals?
Practice characteristics
Are you a clinical assistant?
Do this affect your referral pattern?
Do you have any special clinical or other interests?
And again, do these affect your referral pattern?
Do you ever consult with your practice colleagues prior to
deciding finally whether or not to refer?
In your practice, do you see only the patients on your list?
And what is your list size?
How long have you been practising in this district?
If there was a new innovation in, for example, the treatment of
hypertension, in what medical papers and journals would you be
likely to read about it?
Is there anywhere else you might hear about it?
Lastly, are there any other comments that you would like to make
about the outpatient system?
J.!':- .:::l;:>!X 2

























































































































































































n.a. figures not presented in the published tables
excluded i.e. data was not collected for these specialties
For references see'over.
;.
Includes Local Authority clinics
2 Includes cardiology
3 Includes neurology and/or diabetes
• Includes child psychiatrysome
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